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DILATATION OF THE NON-GRAVID AND 
OF THE GRAVID UTERUS.* 


By Proressor Dr. ALFRED DUHRSSEN, 
BERLIN. 


The subject I have chosen for this evening’s ad- 
dress is so extensive that in consideration of the 
limited time at my disposal I have to confine my 
remarks to some of the more practical and impor- 
tant points. 

Let me begin with a case such as occurs not only 
in the practice of the specialist, but also in that of 
the general physician. A young married woman 
complains of sterility. Examination reveals nothing 
abnormal: uterus normal, not particularly enlarged, 
adnexa normal, husband’s condition all right; and 
yet there has been sterility for a number of years. 
If in such a case an ordinary uterine sound is intro- 
duced into the uterus, sterility will in very many 
cases be removed. This has already been empha- 
sized by Sims, who indeed based upon it his theory 
of menstruation and dysmenorrhea. I believe that 
at the present time, where the sound treatment of 
the uterus is not looked upon with favor, it is well 
to point out the advantages of this very simple 
therapeutic remedy. Of course, in using this treat- 
ment every antiseptic and aseptic precaution should 
be observed. The best way is to use a speculum, 
and this, as well as the sound, have to be sterilized. 

Regarding sterilization of sounds and other in- 
struments I have in the last few years done away 
entirely with the boiling of them. On the table in 
my Office there always stands a spirit lamp, and the 
instruments, after having been washed, are drawn 
through the flame once, and they are sterile. It is 
the same method as is used by bacteriologists, and 
I have found that this simple method of disinfection 
has not found in practice that measure of recogni- 
tion which it deserves. In the operating room also 
it is useful to have this quick method of disinfection 
at hand. If, for instance an instrument drops on 
~ © Address delivered in German before the East Side Physicians’ 
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the floor, I am not satisfied with having it merely 
boiled, because we know that near the floor there 
are bacilli, such as the tetanus bacillus, which even 
prolonged boiling will not kill. I consider it safer, 
therefore, to have a spirit lamp ready in the operat- 
ing room, so that instruments, when accidentally 
dropped, may be immediately sterilized by drawing 
them through the flame. 

Concerning the gynecological cases which demand 
a dilatation of the uterus, we frequently find that 
the patient complains of pain and hemorrhage, while 
examination reveals nothing more than a moderately 
enlarged uterus. These are cases which we diag- 
nose as endometritis or metritis and which we treat 
at first either locally—if we are conservatively in- 
clined—or with the curette, if we incline to opera- 
tions. In both alternatives it is useful to apply 
moderate dilatation, and there is no better method 
than that described by Villier, which consists im 
tamponading the uterus with iodin cotton or gauze. 
I have devised a special box which, according to 
contents, may be used for gynecological purposes. 
or in cases of abortion. It contains a strip of iodin 
cotton or gauze, three centimeters in width and five 
meters in length, which serves to tamponade the 
uterus, whether it is intended to employ cautery or 
curettage. On the following day you will find that 
the cervix is dilated, and the cauterizing painless. 

Another result of this moderate dilatation is that 
the cauterizing agent introduced will immediately 
and easily flow out again and not penetrate into the 
tubes. Cases are known where the cauterizing 
agent, especially if it has been injected into the 
uterine cavity by means of a syringe, involved the 
tubes, causing peritonitis and death within twenty- 
four hours. In view of these cases I have entirely 
given up the practice of uterine injections of cau- 
terizing agents in my private practice and instead 
employ in such cases a cotton-covered sound which 
conveys the cauterizing substance. I give prefer- 
ence to a 25 per cent. phenol-alcohol solution, but 
there are many other solutions which also give good 
results. 
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I now come to those cases which offer a similar 
symptom-complex, but in which curettement has 
already been resorted to, without success, and in 
which hemorrhage continues. In these cases I de- 
cline to use the curette a second time, but prefer to 
first dilate the uterus sufficiently to admit of interior 
palpation. In this way I have frequently found 
within the uterine cavity small polypi or remnants 
of abortions, which one was hardly prepared to find, 
and which are the causes of the hemorrhage. These 
may adhere so firmly to the uterine wall that the 
preceding curettage was unable to dislodge them. 
If, however, the uterus is sufficiently dilated to 
admit the palpating finger, these remnants may be 
removed either by the finger, or by the curette intro- 
duced under guidance of the fingers. As a matter 
of course we are able, by means of such palpation, 
to discover in the cavity neoplasms, such as sarco- 
mata. In such cases total extirpation of the uterus 
is indicated. 

For those who are not thoroughly experienced 
in the performance of curettement, it is distinctly 
advisable in the case of hemorrhages in old patients 
not to make a trial curettement, but rather to dilate 
the uterus to finger’s width. This of course refers 
to cases where nothing abnormal is discovered 
around the os and in the cervical canal. If in these 
cases the cervix is found to be normal, then hem- 
orrhages in patients between the ages of forty and 
fifty years, raise strong suspicion of the existence 
of a sarcomatous body or other malignant neoplasm. 
In such cases it is wise not to use the curette, but to 
employ the examining finger. In these cases the 
neoplasm has frequently penetrated the uterine wall, 
and on applying the curette, a perforation may hap- 
pen, with the consequence that a disintegrated car- 
cinoma is partly conveyed into the abdominal cavity, 
causing fatal septic infection. 

But even negative findings are very valuable in 
these cases. In a case in which curettage has once 
or several times been resorted to without success, 
and in which the palpating finger discovers nothing 
in the uterine cavity, neither proliferated mucous 
membrane nor remnants of abortions, it is possible 
to base upon these facts a probable diagnosis, 
namely, that the hemorrhage is caused by reflex 
action through some pathological condition of the 
ovaries. I have observed in not a small number of 
cases that even in children at thirteen or fourteen 
years of age, where there was excessive hemorrhage 
which internal remedies had failed to stop, curette- 
ment had been employed not once, but half a dozen 
times. I especially remember the case of a Russian 
girl who had been treated in a Russian clinic for 


six months without success. She was placed under 
my treatment in a state of extreme anemia and 
weakness, with almost no pulse, and bleeding pro- 
fusely. In this patient I found the ovaries some- 
what enlarged, about the size of a hen’s egg. Nev- 
ertheless, I could not bring myself to perform a 
major operation on account of the tender age and 
the anemic condition of the patient, and I tried 
curettement once more. This was successful for 
four weeks, during which period the girl was sent 
into the country; but then the hemorrhages recom- 
menced. Based upon my experience in similar cases 
that the hemorrhages might be reflexly caused 
by the ovaries, I concluded that this might be a 
case of cystic degeneration of those organs. And 
so it proved to be. I did a vaginal coeliotomy, 
opening the vaginal vault after having split the 
vagina, and pulled out both ovaries, which revealed 
the presence of a number of cystic follicles close to 
one another. One of the ovaries was particularly 
enlarged and contained especially large polypi. This 
one | extirpated; the other one I resected by cutting 
out a wedge-shaped piece which contained the larg- 
est number of visible polypi, after which I sutured 
the parts together again. The hemorrhages have 
permanently ceased and entirely normal menstrua- 
tion has followed. 

I now come to a consideration of the cases where 
pregnancy exists. Patients come with a hemor- 
rhage, and there is a history of abortion. In such 
a case we can of course resort to another curette- 
ment, provided the uterus is not overenlarged. If, 
however, such a patient informs you that she has 
already been curetted without success, then the only 
advice I can give is not to curette again, but to 
palpate the uterine cavity. Otherwise it may hap- 
pen that you make an already existing incomplete 
perforation complete, and you will act the role of 
the scapegoat. I have seen such cases, and remem- 
ber one where the detritus of some abortion, about 
the size of a pea or hazelnut, firmly adhered to the 
uterine wall, and where I discovered a defect in the 
wall about 1% cm. below the detritus. In other 
cases the uterine wall was fairly infiltrated with the 
growth, displaying defects which had been caused 
by curettage. I had a case where the hemorrhage 
even increased, and where I saw no means of stop- 
ping it except by complete extirpation of the uterus. 
A large vessel had been opened in curetting, which 
increased to alarming proportions the flow of blood 
from which the patient was suffering. I therefore 
agree with the advice to exercise great reserve in 
cases of abortion and to confine oneself to digital 
palpation. 
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The question now is, what method should be em- 
ployed to dilate the uterus sufficiently to comfortably 
admit the finger? This you can accomplish, to be 
sure, by uterine tamponade. You can completely 
fill the uterus at successive sittings, and then you 
will be able not only to introduce a finger, but even 
to dilate the uterus sufficiently to take a photograph 
of the interior, as has been demonstrated by Vil- 
liers at the Berlin Medical Congress in 1890. But 
this is a laborious and painful method, as tampon- 
ade has to be applied six or seven times in succes- 
sion. Speaking generally, I cannot recommend 
either this or any other forced dilatation of the 
uterus. On the other hand, the laminaria tents act 
very satisfactorily and safely. I have been in- 
formed that laminarium dilatation is resorted to but 
rarely in this country, although, so far as I know, 
it is in America that the method originated. I am 
aware that unpleasant consequences have occurred, 
sepsis among them, but at the present time we are 
able to avoid this. Laminaria tents can be safely 
sterilized by keeping them for eight days in a Io 
per cent. sublimate-alcohol solution, and any one 
whose conscience is not yet satisfied, may then place 
them in boiling water for a minute. Tents so pre- 


pared may be safely left in the uterus for forty- 


eight hours without causing infection. As a rule, 
twenty-four hours are sufficient to dilate the cervical 
canal to finger’s width. This method saves the 
patient, as in this kind of dilatation there will be no 
fissures or tears into the musculature of the cervix, 
an accident which cannot be avoided in more forci- 
ble dilatations, when the cervix is rather rigid. 

It is true, there are cases where such a dilatation 
does not suffice. These are cases of rigid cervices. 
In these cases you may tamponade the uterus, in- 
sert the laminaria tents and gently try at dilatation 
until the rigid cervix gives way. Should this at- 
tempt be unsuccessful on account of the absence of 
elastic fibers, the best way is to have recourse to 
incision. For such cases Schroeder recommends 
the lateral splitting of the cervix, but this is not 
advisable, because as a matter of course this gives 
rise to lesions in the peritoneum which in conse- 
quence of the hemorrhage, or later causes, may 
produce unpleasant cicatrices. I am indebted to Dr. 
Boldt for a small pamphlet in which he advocates 
the incision of the posterior wall of the cervix in 
cases where the emptying of the uterus is indicated, 
and where mechanical dilatation is unsuccessful. 
This certainly is the right principle, but I hope that 
in future cases Dr. Boldt will also give the anterior 
incision a trial by opening the anterior vaginal vault, 
pushing away the bladder and making a sagittal 


split in the anterior cervix wall—that is, making a 
Cesarean section on a small scale. The advantage 
of this method is that you need not fear an injury 
to the peritoneum, which is a matter of easy occur- 
rence when the posterior cervix wall is divided. 


Up to now I have spoken of the tamponading of 
the uterus only as a means of dilating it. I would 
like to add that this method, which I have applied 
ever since 1887, will also in many cases permit the 
direct emptying of the uterus, and its action gains 
in certainty the longer pregnancy has existed. In 
six to seven months’ miscarriages, with hemorrhage 
or fever, the emptying of the uterus is exceedingly 
difficult, when the cervix is closed. In such cases— 
and this is especially important to the general prac- 
titioner—the emptying of the uterus may sometimes 
be effected in the simplest manner by extending the 
dilatation to the entire uterus and not, as so many 
text-books have it, limiting it to the cervix alone; 
and this regardless of whether the amniotic bag, if 
still present, is ruptured, whether the child is inside 
or outside, or whether only the placenta is left be- 
hind. Tamponade the uterus with cotton and you 
will frequently be able to observe that energetic 
labor ensues, forcing the contents of the entire 
uterus, including fetus and tampon, not only into 
the vagina, but right outside of it, so that nothing 
else remains to be done. Should this be unsuccess- 
ful, then the tamponade of the uterus always serves 
as a means to at least dilate the cervix to such an 
extent that after twenty-four hours one or two 
fingers may be comfortably inserted into the uterus 
to empty it. 

There are, however, cases where all these means 
avail nothing, cases where there is great rigidity. 
Here, as well as also in miscarriages I perform 
vaginal Cesarean section on a small scale, and this 
brings me to the topic of the dilatation of the gravid 
uterus. Vaginal Cesarean section is the safest 
method for the emptying of the gravid uterus at 
any period of the pregnancy. It may be best not 
to go into a long dissertation on the subject, but 
simply to tell you that through the kindness of Dr. 
Von Ramdohr I was allowed to perform yesterday 
a vaginal Cesarean section in this city in a case of 
eclampsia in the eighth month of pregnancy. The 
patient was an elderly primipara, very corpulent; 
there was considerable albuminuria present; the 
face, eyelids and hands were very edematous. There 
had been no labor pains whatever, and in the course 
of last week there had been several eclamptic seiz- 
ures. These are cases which, of course, may also 
be treated expectantly, but the expectant treatment 
in eclampsia 1s a dangerous proceeding, because we 
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never know what the next attack may have in store. 
It may be a fatal hemorrhage in the brain. Or the 
intoxication may have reached already such a high 
degree of intensity that after the next paroxysm 
the patient may become comatose and die during 
coma, whether she is delivered of a child or not. 
My position, therefore, is this, that in such a case, 
after the first eclamptic attack has been observed, 
the uterus should be emptied. 

In yesterday’s case, the delivery was not a very 
easy one, the patient being very corpulent, and hav- 
ing a narrow and but very little dilated vagina and 
a very narrow cervix, while the fetus was liberally 
developed considering the period of gestation— 
eight months. In order now to be able to perform 
the vaginal Cesarean section, or the emptying of 
the uterus without encountering too great a resist- 
ance, I at first made a vagino-perineal incision, 1. e., 
I split the perineum and vagina, and was then able 
to demonstrate to the spectators that in the open 
wound there became visible the fibers of the levator 
ani, which I cut under the guidance of the eye. I 
was now able to introduce my entire fist into the 
vagina and to proceed to the real object of the 
operation, the splitting of the cervix. I commenced 
by splitting the posterior lip right to the roof of 
the vagina, continued the incision split the anterior 
lip, also continued this incision to the anterior vagi- 
nal vault taking care not to injure the bladder and 
pushed the bladder up so that there was free access 
to both the anterior and posterior walls of the 
cervix. The incisions through the anterior and pos- 
terior walls of the cervix I had made of liberal di- 
mensions in order not to encounter any difficulties 
later on over the extraction of the child. Thanks to 
this precaution version and extraction of the child 
were exceedingly easy. 

The child was born alive, but died twenty-four 
hours later owing to its weakness, not having been 
carried to full term. It then turned out that I had 
opened not only the anterior but also the posterior 
Douglas’ pouch, an event which during the last few 
months of pregnancy, the seventh or eighth, can 
easily happen, because at that time no uterine seg- 
ment has yet been formed. Consequently the peri- 
toneum lies deeper both in front and behind, and if 
we make a rather large incision, it will easily hap- 
pen that the pouches are opened. This fact is the 
reason why I generally, but especially in the case of 
a fetus at term, do not confine myself to an anterior 
incision, as I have done formerly, but make a pos- 
terior incision as well. After all, the field of opera- 
tion is limited by the anterior uterine wall, and if 
you make a 12 cm. incision, you are quite liable to 


open the peritoneum anteriorly. Of course, if it can 
be avoided, so much the better. 

The remaining part of the operation in question 
offered no difficulties. The wound was sutured first 
at the uterus, then at the vaginal vault, and I am 
informed that the patient’s condition is good. 

By the method I have just described, you can 
empty the uterus in a few minutes. This method, 
of course, places others somewhat in the back- 
ground, but at the same time I am a great believer 
in mechanical dilatation, which I have helped to 
recognition. I do not perform it with the aid of 
machinery or weights, but sling a loop around the 
end of the bed, through which I pull at the end of 
the rubber balloon in the uterus as forcibly as the 
patient can stand it and tie the two ends of the 
rubber tube together. In this way pronounced labor 
pains will promptly appear, which in the course of 
a few hours will drive out the balloon. This method 
would be ideal, did it not have the disadvantage that 
we introduce a foreign body into the uterus. Al- 
though the procedure is carried out in a ‘thoroughly 
aseptic manner, there is always an opportunity for 
bacilli to be deposited upon it, thus turning it into 
a bacillary culture ground. For this reason I have 
discontinued the practice of mechanical dilatation in 
my clinic in favor of vaginal Cesarean section. In 
metrorrhea, however, I consider bag dilatation a 
very efficient method, in which it is necessary only 
to be careful not to allow the balloon to remain too 
long in the uterine cavity—not longer than six hours. 

Of course, all kinds of objections have been raised 
to vaginal Cesarean section. Thus Dr. Findley of 
Chicago, has written an article in which he objects 
in toto to vaginal Cesarean section, but he does so 
on the ground of theoretical assumptions which have 
been refuted by practice.* If you precisely reverse 
his entire arguments and assertions, then you will 
have a correct opinion on vaginal Cesarean section. 
As regards later deliveries which in the opinion of 
Dr. Findley would terminate unsatisfactorily, I am 
in a position to set his mind at rest. I have myself 
had eleven cases of later delivery and collected four 
hundred more from the literature on the subject in 
which not the slightest danger symptoms appeared. 

The next point on which I will speak concerns the 
deep incisions into the cervix, for which I have had 
to fight many a hard battle for a number of years, 
Jioffman, for instance, asserting that they are ex- 
ceedingly dangerous. I know a great many general 
practitioners who have executed these deep cervical 
incisions in their private practice with complete suc- 
cess, and I believe that as long as a physician is at 


* [See Résumé of Recent Literature, this issue, page 191.—Ep.] 
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all able to handle the knife and to do surgical work, 
it is child’s play for him to make the deep cervical 
incisions ; it is considerably easier than the introduc- 
tion of the Bossi instrument. Here I may at once 
say that I absolutely discountenance Bossi’s method, 
and I am rejoiced to find that my American col- 
leagues agree with me in the general principles of 
my objections, 

It stands to reason that deep cervical incisions are 
not permissible in all cases. If, however, the cervix 
is completely distended, if the fetal skull is sepa- 
rated from the vagina only by a septum, then there 
is nothing easier than to resect such septum by four 
deep incisions, even when the external os is com- 
pletely closed. This will never lead to hemorrhage. 
The incisions do not tear further, and by their aid 
all resistance by the distended cervix is removed. 
If, however, these incisions are made only half-way, 
as is sometimes done out of fear, then, with an in- 
sufficiently dilated os, a forceps extraction will be- 
come necessary with all its attendant dangerous con- 
sequences. If, however, the incisions are carried 
through completely, anteriorly, posteriorly and at 
each side, there will never Le any untoward phe- 
nomena. Should you, however, still have your ap- 
prehensions about these incisions, then you may 
employ vaginal Cesarean section, performing an- 
terior and posterior incisions. Vaginal Cesarean 
section can in this way be very easily accomplished, 
because there is no such heavy work thrown upon 
the thinned and much dilated uterine segment, as 


there is in cases where the cervix has been kept in- 
tact. 


SUPRACLAVICULAR LympH Nopes GASTRIC 


CARCINOMA. 


1, Enlargement of the left supraclavicular glands 
occurs in a small proportion (15 per cent., Osler and 
McCrae) of cases of gastric carcinoma. 


2. The thoracic duct is the route of transmission 
of the infection. 


3. The statement of Riegel, quoted by Osler and 
McCrae, may be accepted that “This symptom is a 
valuable positive one (of gastric cancer), but its 
absence should not be considered as of any value 
against the presence of gastric cancer.” 


4. The enlargement may occasionally occur in 
carcinoma of other abdomina! organs, and also in 
some microbic infections —H. B. ANDERSON in The 
Canadian Practitioner and Review. 


EXCISION OF THE TRANSVERSE COLON, 
SIGMOID AND RECTUM FOR MULTI- 
PLE STRICTURE AND ULCERA- 
TIVE COLO-PROCTITIS. 


By SamueEt G. Gant, M.D., LL.D., 


Professor of Diseases of the Rectum and Anus, New York 
Post-Graduate Medical School and Hospital. 


The patient, Mr. F. C. C., age 47 years, temperate 
and of regular habits, came to me for relief of bowel 
trouble of several years’ standing. Examination de- 
termined that he was suffering from stricture and 
ulceration, the result of a chronic, ulcerative, hyper- 
trophic colo-proctitis ; and also from excoriations, of 
the skin caused by the frequent discharge of feces 
and of pus through two artificial ani, one in the left 
and the other in the right inguinal regions. There 
were no indications of tuberculosis. The patient 
never had had syphilis and the following are the 
principal points in the history of this most remark- 
able case. 

In 1888 he was attacked with diarrhea which was 
accompanied by a frequent discharge of bloody 
mucus, for which he was ineffectually treated. A 
few months later a diagnosis of stricture was made 
and the constriction was dilated under general anes- 
thesia, after which bougies were used. Only tem- 
porary benefit was derived and he went to his home 
in Cedar Rapids, Iowa, where he underwent a 
course of treatment by electricity in hopes that the 
stricture would be absorbed ; this also proved a fail- 
ure. He next went to Chicago and entered St. 
Luke's Hospital where the stricture was again di- 
vulsed and the ulcerated areas curetted and cau- 
terized by Dr. Owens. He was not benefited by the 
treatment and entered Dr. Pratt’s sanitarium where 
something was done, he knew not what, and his life 
was despaired of for several weeks. 

In 1892 he entered the Post-Graduate Hospital 
where Dr. Chas. B. Kelsey performed left inguinal 
colostomy, no decision being arrived at as to the 
exact nature of the stricture, the patient denying 
ever having had syphilis. The artificial anus failed 
either to heal the ulceration or to arrest the dis- 
charge, which caused so much suffering and irrita- 
tion, for several years, that the patient determined 
to submit to another operation. 

In 1898, he entered a hospital in St. Louis where 
Dr. Bernays excised the rectum which was stric- 
tured and extensively ulcerated. After this opera- 

tion the patient continued to work until 1902, when 
he began having diarrhea and the constant discharge 
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of fecal matter. These symptoms were caused by 
the almost complete closure of the artificial anus 
and by a new stricture which had formed in the 
upper sigmoid. 

He returned to New York, entered Miss Alston’s 
sanitarium, and was again operated upon by Dr. 
Kelsey, who exposed the bowel by an incision in the 
left side. Upon examination it was feund so dis- 
eased that it was returned to the cavity and the 
wound closed. 

The abdomen was then opened on the right side 
and an artificial anus made in the cecum in hopes 
that the bowel below it could be healed and this 
opening closed at a later date. It was also expected 
that the strictured opening on the left side would 
close, but the patient was disappointed in both re- 


Fig. 1. A, prolapsed cecum, showing openings of ileo-cecal valve, 
appendix and continuation of the colon. B, artificial anus. 
spects. The skin about both openings was kept 
constantly irritated as a result of the discharge of 
pus through the opening on the left (see Fig. 1, 
B), and of the digestive fluids through that on the 
right side. This was not the only annoyance, since 
the liquid and mushy feces constantly extruded 
through the opening. A further discomfort was 
caused by protrusion of the cecum, when the patient 
was in a standing posture and in bed, if he coughed 
or sneezed. At such times the openings of the ileo- 
cecal valve, the appendix and the continuation of the 
colon were plainly visible as will be observed from 
the accompanying illustration (Fig. 1, A). It was 
almost impossible to keep the dressings from 
being constantly soiled. Between keeping the cecal 
opening clean and irrigating and attending to the 
unclosed opening on the left side, his life was ren- 

dered almost unbearable. 


This was the patient’s plight when he called at 
my office October 8, 1905 and begged me to try 
to relieve him, no matter how many or dangerous 
operations might be required, as he would rather die 
than live in his present condition. 

My first step in the treatment was to bring up 
the transverse colon and make an artificial anus in 
the median line (Fig. 2, B), hoping later to close the 
openings in the sides (Figs. 2, A and C). There 
was great difficulty in bringing the colon out and 
attaching it. Because of this tension there was re- 
traction of the bowel and when the wound healed, 
an inadequate sized opening resulted, necessitating 
another operation. 

A few weeks later he was again anesthetized and 
with the aid of my assistants, Doctors B. E. Dol- 


Fig. 2. A, cecal artificial anus. B, gut ready to be opened to form 
a new anus in the transverse colon. C, stricture. D, left 
inguinal colostomy. 


phin, L. G. Price and J. A. McVeigh, a series of 
operations was performed wherein the diseased sig- 
moid and half of the transverse colon were excised 
(See Fig. 3, A to B), a new artificial anus was estab- 
lished in the median line (Fig. 3, B), and the open- 
ings in both right and left sides were closed (Fig. 
3, Aand C). 

Operations.—For one week previous the patient 
was kept upon a fluid diet and the last day before 
the operation he was given one-eighth of a grain of 
morphin every eight hours in order to keep the bow- 
els in a quiescent state, the patient in other ways be- 
ing prepared as for any other laparotomy. The 
openings in the median line and on the left side were 
then cauterized with carbolic acid and quickly closed 
by continuous catgut sutures. 

The edges of the opening on the right side were 
then freshened and it was closed without opening 
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the peritoneal cavity. Number one chronic gut was 
used to approximate the fascia and muscles and plain 
catgut for the skin. 

By means of free elliptical incisions about the 
opening in the left side, extending through the skin, 
muscles and other abdominal wall structures, the gut 
was freed and it was observed that here was no loop, 
the end of the bowel forming the artificial anus, 
showing that the lower part of the sigmoid between 
it and the excised rectum had been removed at the 
time the opening was formed. The artificial anus 
and attached gut were lifted out of the abdomen 
and the mesentery detached along the bowel as far 
as was possible through this opening ; the freed part 


Fig. 3. A, newly closed cecal anus. B, newly formed anus in trans- 
verse colon. C, scar showing where the left inguinal artificial 
anus has been closed. A to B, remaining part of the colon. 


of the gut was then wrapped with gauze and given 
to an assistant to hold. The anus in the median line 
was now dissected out and the transverse colon ex- 
posed by means of lengthy elliptical incisions. 
The bowel was lifted upwards and the mesentery 
remaining to be divided, was ligated in successive 


stages. The mesentery and fat were about two 
inches thick along the sigmoid and transverse colon, 
which caused much delay in the operation, because 
of the difficulty and time required in applying the 
ligatures. The portion of the bowel held by the 
assistant was dropped into the abdomen through the 
first incision and was then withdrawn through the 
opening in the median line. The left half of the 
transverse colon and the remaining portion of the 
sigmoid, constituting in all, twelve to fifteen inches 
of gut, were then amputated and the distal end of 
the colon was sutured in the upper part of the in- 
cision to form a new anus, a ligature being left 
upon the projecting end of gut to temporarily pre- 


vent the escape of feces. The peritoneum was su- 
tured with catgut, but owing to the great amount 
of tension, strong silk sutures were used to approxi- 
mate the other structures constituting the abdominal 
wall. The opening in the left side was closed in the 
same manner. The entire abdomen was then 
cleansed and covered with gutta-percha tissue, over 
which were applied the dressings. Sufficient morphia 
was ordered to keep the bowels from moving for 
several days. The ligatured end of the bowel pro- 
jecting beyond the skin, was amputated under local 
anesthesia on the third day. The patient made an 
uneventful recovery, except that the wound on the 
right side partially broke down at the end of a week, 
but later healed under application of caustics and 
the galvanocautery. 

From the end of the third week until the dis- 
charge of the patient, at the end of the fifth week, 
the bowels moved freely through the new opening. 
The stools were more solid, much less frequent and 
caused much less annoyance than formerly, when 
the digestive fluids were being almost constantly 
discharged through the cecal opening. I have 
never performed a capital operation, the results of 
which proved more gratifying to both the patient 
and myself than the one I have just outlined. 

PaTHOLOGICAL Report (“Practitioner's Labo- 
ratory’). 

Sigmoid Flexure and Part of Transverse Colon. 

The lumen of the bowel is much contracted 
and cut open longitudinally as though part of 
the specimen were wanting or cut away. The upper 
end shows an occlusion surrounded by a tumor-like 
mass. Inspection of the mucosa shows a rough 
jagged surface with two perforations, one of which 
is pathological and about one centimeter in diameter. 
The other is due to a knife cut. The wall is irregu- 
larly thickened and in part converted into masses of 
fairly firm tumor-like thickenings covered with nu- 
merous enlarged fatty appendices epiploice. 

Microscopically.—There is no mucosa for the 
greater portion of extent, although near the anus, 
and in patches elsewhere, there are vestiges of de- 
generated crypts of Lieberkuehn in all stages of 
atrophy. Surrounding this are areas of round cell 
infiltration extending into the submucosa. Those 
of the lymph follicles which remain are so merged 
into the areas of round cell infiltration, that they 
are indistinguishable as such. The ulcerative process 
has involved the greater portion of the submucosa 
also, which is eroded in places so as to expose the 
muscularis which forms the lining of the lumen. 
Areas of round cell infiltration are also scattered 
throughout the muscular coat, which presents an ir- 
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regular hypertrophy, many degenerated fibers, and 
in parts inflammatory foci. The section taken from 
the margin of the perforation shows simply the 
changes described above but intensified and includ- 
ing the serosa. The muscularis is surrounded by a 
layer of adipose tissue which varies up to two centi- 
meters in thickness. This also shows chronic cell in- 
filtration and increase of fibrous tissue. There is 
scarcely a vestige of normal tissue, there being 
throughout a great increase of fibrous tissue, indura- 
tion, or ulcerated foci of more recent date. 

The most striking characteristic feature, however, 
is the enormous proliferation of the intima of the 
bloodvessels. The intimal hyperplasia in some in- 
stances amounts to obliteration of the lumen of the 
vessel. Accompanying this is an hypertrophy of the 
media and especially of the muscularis though rela- 
tively to a lesser extent. Surrounding these vessels 
are round cell infiltrations. This histological picture 
as a whole presents that of an endarteritis syphilitica. 

In conclusion, examination of the parts of tumor- 
like swellings shows that they are composed of fatty 
tissue. 

Diagnosis.—Chronic ulcerative and obliterative 
colo-proctitis. 

43 WEsT 52ND STREET. 


REMARKS ON ATROPHY OF THE TES- 
TICLE, WITH A REPORT OF AN 
INTERESTING CASE.* 


By L. Botton Banos, M.D., 
NEW YORK. 


The chief cause of atrophy of the testicle is said 
to be the orchitis of mumps, but the greater num- 
ber of cases of atrophy which have come under my 
observation have been due to traumatism, suppura- 
tive inflammation, syphilis and varicocele. In the 
parotiditis of childhood “metastasis” to the testicle 
rarely occurs and I cannot recall a case; but a limit- 
ed experience in the young adult has taught me 
that this complication may be very severe, some- 
times accompanied by delirium and followed by 
marked constitutional depression. The most com- 
plete records of testicular atrophy following the 
orchitis of mumps are to be found in French litera- 
ture, and especially in the histories of epidemics in 
institutions or among soldiers in barracks. In an 
article by Jules Comby, in the Twentieth Century 
Practice, there are given 511 cases of orchitis com- 
plicating mumps, of which 237 subsequently had 
atrophy of one or both testicles. He remarks “The 


* Read at a meeting of the Genito-Urinary Section of the N. Y. 
Academy of Medicine, April 18, 1906. 


results of testicular atrophy, especially when double, 
may be quite grave, for there may be loss of virility, 
sterility and an effeminacy of the constitution as 
shown by the eunuch voice, enlargement of the 
breasts, etc. These extreme results of atrophy of 
the testicle are exceptional but impotence and steril- 
ity are not rare. The possibility of this accident 
darkens considerably the prognosis of mumps in the 
adult.” It is rare that the orchitis of mumps ter- 
minates in suppuration, but such cases are on record 
and Martens has reported a case which passed into a 
tuberculous orchitis and this was followed by pul- 
monary tuberculosis. It has seemed to me that in 
view of the possibilities in the case which I am 
about to report it is interesting and worthy of being 
brought to your attention. 

In 1892 a young man, aged 21, came to me with 
the following history: For several years, that is to 
say, from his earliest boyhood, he had had a drag- 
ging down sensation and an aching in the testicles, 
most marked in the right, for the relief of which he 
had to wear a suspensory bandage. At twelve years 
of age the veins in the right testicle were tied, which 
did him no good, for the symptoms persisted. With- 
in a year later his scrotum was ablated and he was 
circumcised. These operations seemed to give him 
some relief; but in the course of time there was a 
relapse in his symptoms, and in March, 1892, an- 
other surgeon resected the “veins” of the right tes- 
ticle. The night following this operation a second- 
ary hemorrhage occurred and before help could be 
obtained and the vessels religated he came near 
dying. Following this there was a period of high 
temperature and extreme prostration, with retention 
of urine, which was relieved by catheterization. 
After the latter he had what he termed “bladder 
trouble,’ that is to say, frequency of urination, 
scalding and pain after urination and a great deal 
of lumbar pain. The frequency of urination gradu- 
ally lessened, but the pain in his back persisted, and 
for a month previous to his coming to me there had 
been, at times, blood in his urine. At the time of 
my first examination he had turbid, purulent urine. 
He was urinating only once in three or four hours 
and there was no nocturnal urination. Pressure 
over the right kidney and down the ureter increased 
the amount of pus in the urine and subsequent mi- 
croscopic examination led to the diagnosis of pyeli- 
tis. The right side of the scrotum presented an 
irregular, white cicatrix covering almost the whole 
of the anterior surface of that side of the scrotum. 
The right testicle had atrophied and almost entirely 
disappeared. The vas deferens could be felt in the 
inguinal canal and there was enough of the testicle 
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remaining (of about the size of a large pea) to be 
the site of a pain of which he complained in associa- 
tion with the pain in his lumbar region. He was 
under treatment, off and on, until the following 
November, when my records state “there is no pain 
in the back, no bladder tenesmus, the urine is clear, 
but occasionally at the end of straining at stool a 
few drops of bloody mucus are squeezed from the 
urethra.” At that time he complained of cough, of 
morning expectoration and pain between the shoul- 
der blades. He was sent back to his family physi- 
cian with the suggestion that the young man might 
be developing pulmonary tuberculosis. Genito-uri- 
nary tuberculosis was suspected at the time, but 
there being no confirmatory evidences in the urine 
or the prostate or seminal vesicles and as his urinary 
symptoms disappeared under treatment, advice as to 
hygienic and out-door life was given him as a pre- 
cautionary measure. 

I did not see the patient again for fourteen years, 
when he reappeared in January, 1906, and gave 
me the following further history: About ten years 
ago he had bloody sputum and was said to have 
pulmonary tuberculosis, for which he was sent 
South for a period of two years. Presumably the 
pulmonary symptoms entirely disappeared for he 


has since been accepted by a life insurance company. 

About the middle of November, 1905, he had 
“mumps,” which lasted about two weeks, and at 
the end of that time, as the swelling of the parotid 
glands began to subside, his left testicle became 


extremely painful and tender and swollen. This 
kept him in bed for an additional period of ten days. 
The swelling and pain gradually disappeared from 
the testicle and the patient resumed his usual occu- 
pation, but some tenderness, without pain, remained. 
About ten days previous to his again coming under 
my care, pain recurred in his testicle and the tender- 
ness increased, but apparently no swelling took 
place. The pain and tenderness were sufficient to 
keep him awake at night, and interfered with his 
locomotion, but were modified by lying down. Dur- 
ing the acute orchitis he had had a little blood in his 
urine, but this had speedily disappeared. The ob- 
jective conditions were as follows: the right testicle 
was about the size of a pea or bean and could be 
felt only by careful palpation in the tissues of the 
right side of the scrotum, which were thickened by 
the cicatrix previously described. The left testicle 
was of normal size. It was soft and extremely ten- 
der,—so tender that it was examined with difficulty 
and only by repeated and gentle palpation. The 
epididymis participated in the extreme sensitiveness 
of the organ, but the vas deferens was only slightly 


tender when palpated in the inguinal canal. At the 
first examination the density of the epididymis could 
not be determined; but it was not as enlarged as 
one usually finds it in an acute process. The paren- 
chyma of the gland was definitely softer than nor- 
mal. Rest in bed and warm applications to the 
whole testicle caused a gradual diminution of the 
pain It became less continuous, coming and going 
at short intervals, of a “darting” character accord- 
ing to the patients’ description ; nor was it worse at 
night, as it had been. At this time he was able to 
resume his occupation and by the 3rd of February, 
that is, about two weeks after the first examination, 
the testicle could be handled and it was possible to 
make out an increased density of the globus major 
of the epididymis, but there was no nodulation, no 
actual increase in size, and no beading of the vas 
deferens. Nolesion could be found by rectal exam- 
ination either of the prostate or of the vas deferens, 
or of the seminal vesicles. 

The last examination, made March 2gth, shows 
that he still has some pain, which is not constant, 
but the testicle is always “sore,” especially in one 
spot, at its upper end. The density of the epididy- 
mis seems to be as before, and slight irregularities 
can be felt in it. The testis is exquisitely sensitive, 
the slightest touch of the tip of the finger causing 
the patient to wince. The sensibility is limited to 
the parenchyma, which seems to be smaller than at 
the last examination. The patient’s mental condition 
throughout has been a distressing one. Although 
he is now somewhat more hopeful, he has learned 
of the possibility of atrophy after mumps in the 
adult, and knowing the condition of his right testicle 
he is in great dread of losing his virility. 

It will be observed that the atrophy of the right 
testicle followed a surgical traumatism, which, when 
compared with the number of operations for varico- 
cele, is an extremely rare occurrence. That which 
remains of it is sensitive to pressure and the vas 
deferens of that side is connected with it, but its 
value as a secreting organ is nil. As to the left 
testicle, the normal density of the parenchyma is 
distinctly lost. It is softer and smaller than normal. 
Secondly, long after the acute symptoms of the 
orchitis had subsided, the organ remained painful 
and subsequently became exquisitely sensitive to the 
slightest touch. Thirdly, the epididymis, in which 
at first no lesions could be discovered, now shows 
slight irregularities and increased density. Although 
the diagnostic data are insufficient and incomplete, 
it is probable that not only is an atrophy of the 
parenchyma beginning but also a tuberculous de- 
posit (to which, as will be remembered, the patient 
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is liable) is beginning in the epididymis. It seems 
to me that a very suggestive and suspicious symp- 
tom is the return of the pain and tenderness in this 
testicle, which had apparently resolved from the 
acute orchitis. Pain commencing suddenly in the 
testicle without recent traumatism or acute urethri- 
tis has, in my experience, been the forerunner of a 
tuberculous outbreak. This is so peculiarly char- 
acteristic, that when I hear such a story from a 
patient I am apprehensive that the next step will 
be the formation of nodules in the corresponding 
testicle, and possibly the development of tuberculous 
foci in other parts of the genital apparatus. The 
histories which I have been able to consult show 
that atrophy does not begin for two or three months 
after the orchitis. Hence the future course of this 
case will be of interest, especially as in the chapter 
on this subject by White and Martin (pages 885 and 
886) they quote from an article by Catrin, who be- 
lieves that in a number of cases, after a period of 
atrophy and loss of consistency, the testicle regains 
its original volume and firmness. He made a study 
of 159 cases and states that the orchititis of mumps 
occurs in one out of three cases, that it begins in 
the epididymis and extends to the body of the testi- 
cle, and that atrophy is rarer than is supposed. If 
both testes are involved the inflammation is usually 
consecutive. White and Martin oppose this opinion 
and believe that the inflammation begins in the 
gland and not in the epididymis and that atrophy is 
a much commoner sequel than is conceded. As to 
the etiology of the testicular affection the theory of 
metastasis is absolutely inadequate, since it really 
gives no explanation, but merely is a word to de- 
scribe what is not understood. An ingenious and, 
in some respects,.satisfactory explanation is offered 
by Kocher. He states that the orchitis after mumps 
is of urethral origin. It is a specific inflammation 
excited by the organism, first involving the urethral 
mucous membrane and then extending along the 
vas. If this were true we should expect the inflam- 
mation to develop first in the epididymis, as in the 
case of most inflammations of urethral origin. With 
the exception of Catrin, authors generally teach that 
the testis is primarily involved. It must be acknowl- 
edged, however, that there are no incontrovertible 
arguments against Kocher’s conception of the eti- 
ology, and it appeals more directly to the reason than 
any other theories that have been offered. “With a 
better understanding of the germ which causes 
mumps will doubtless come a clearer understanding 
of the manner in which it reaches the testes.” The 
foregoing is transcribed from the article in White 
and Martin’s book. In relation to the suggestion of 


Kocher let me call your attention to the possibility 
of the transmission of the causative germ by means 
of the urine, by reminding you of what occurs in 
typhoid fever. You will remember that the typhoid 
bacillus is found in the urine, which is now regarded 
as one of the sources of infection, and that in these 
cases the administration of urotropin has caused the 
rapid disappearance of the typhoid germ. It may 
be possible then that after all Catrin is right, and 
that the germ of mumps, finding its way from the 
posterior urethra by means of the vas deferens to 
the epididymis, excites the primary inflammation 
and extending to the testis produces there its most 
severe effects. The analogy leads me to make the 
practical suggestion that urotropin, or its congeners 
which liberate formaldehyde in the urine, should be 
administered in all cases of parotiditis in the adult. 


A SIMPLE AND PRACTICAL METHOD OF 
PERFORMING ANASTOMOSIS BY 
MEANS OF TWO KNITTING 
NEEDLES. 

By V. M.B., M.D., 

CROOKSTON, MINN. 


It will be perfectly useless to count up the nu- 
merous devices and methods, which have been in 
vogue since the time of the “four masters” for the 
establishment of intestinal anastomosis. Suffice it 
to say that Senn’s decalcified bone plates, Murphy’s 
metallic button, Kraft’s (Copenhagen) absorbable 
bone button, McGraw’s elastic ligature, etc., all have 
served their purposes and all have their limitations. 
Judging from the work going on in this country, as 
well as abroad, it can safely be said that instru- 
mental devices for anastomosis, except in a few 
hands, as those of their inventors, are passing and 
are used only in exceptional instances. However, 
mention must be made that Czerny uses the Murphy 
button almost exclusively and with good results. 

All of us who have done any work on the in- 
testines, e. g. gastro-enterostomy, etc., have known 
of instances where the button either stayed in the 
intestine or dropped back into the ‘stomach, and of 
cases where the pressure-necrosis produced by the 
button extended further than was intended and 
caused peritonitis and death. The McGraw elastic 
ligature has probably filled the needs better than 
any other device hitherto employed, except in those 
cases of total obstruction of the pylorus, where the 
question of an immediate anastomosis, for the pur- 
pose of immediate feeding, is at issue. The Kraft 
button has all of the good qualities of the Murphy 
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button besides being absorbable. It requires, how- 
ever, some handling and opening of the gut. 

The ideal way of securing anastomosis is by that 
method which secures, at once, as large an opening 
as desired, eliminates the danger of infection and 
post-operative contracture of the artificial opening, 
and all this without the use of complicated devices. 

The method I briefly present here may not be ab- 
solutely new, for it is the result of combinations of 
several methods. 

For its performance are employed two ordinary 
knitting needles, and ordinary linen thread and sew- 
ing needle. The parts to be connected are brought 
well into view and the serous surfaces of the op- 
posed guts are united with a running suture of 
linen thread (Fig 1, /. ¢.) for a distance of from 
seven to ten cm. I term this the “posterior” suture. 


KG 


Fig. 1. 


The knitting needles (kn) are now pushed 
through the gut walls, about one centimeter from 
the posterior suture and made to traverse the gut 
lumen parallel with the posterior suture, finally 
emerging at a point one cm. distant from the pos- 
terior suture; the distance between the points of 
entrance and exit of the knitting needles being less 
than the length of the posterior suture. 

The two knitting needles are now brought to- 
gether, laid parallel, and a straight needle armed 
with a strong silk (or silkworm-gut) suture (ss) 
passes back and forth through the opposite gut walls 
in such a manner that the suture always runs under 
the needles, the stitches being taken close together. 

The silk suture is now pulled taut and a sharp 
knife or a Pacquelin cautery scrapes or burns away 
that small “bridge” of gut wall which overlies the 
needles. The “bridge” gone, the needles are re- 
leased and fall off. 

The through and through suture (Fig. 2, ss) is 
now pulled taut once more. 

The first applied (posterior) serosa suture is now 
continued in such a manner as to completely bury 


the two openings in the opposed gut sections (an- 
terior suture—Fig. 3, a.s.). 

When the first starting point of the “posterior” 
suture (p.s.) is reached, the two ends are tied to- 
gether. The line of suturing is then inspected. If 
desired, another interrupted or continuous serosa- 
serosa suture may be added. 


Fig. 2. 


Now, firmly grasping the gut, the silk suture (ss) 
is withdrawn by careful traction, and the anastomo- 
sis is completed. 

I have employed this simple method for more 
than five years, side by side with other and well- 
established methods; so far, however, I dare say 
that in simplicity, expediency and safety it is sec- 
ond to no other method I know of. 


Fig. 3. 


Like any other method it has its limitations where 
the intestine, and especially the stomach, are so 
buried by dense adhesions that it would be fool- 
hardiness to attempt to loosen them up. In such 
cases I should give the Murphy button the prefer- 
ence. 

In case of resection of the intestines, the proxi- 
mal and distal openings may be closed either by 
compressing the gut with a strong clamp and tying 
a ligature in the track thus produced, or this hav- 
ing been done, the stump is inverted into the lumen 
of the gut and a few Lembert stitches finish the 
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closure. The gut arms are now laid side by side 
for the desired distance, and the posterior serosa 
suture, knitting needles, etc., are employed as in 
gastro-enterostomy (vide Fig. 1). 

It may be inferred that the severing of the 
“bridge” alluded to before, may induce hemorrhage, 
but it should be remembered that the silkworm-gut 
suture is drawn tight and thus occludes the vessels 
within its grasp. Numerous dog experiments have 
proved the safety of the method. If additional safe- 
guard for the control of hemorrhage should be de- 
sired, the edge of the anastomosis opening could be 
crushed with a strong clamp. 

The method as can be seen is simple enough in- 
deed, and the materials for its performance can be 
found in any home; with reasonable degree of care 
and cleanliness, anastomosis by this method can 
give as good results in a home in the backwoods as 
in the best equipped hospital in any metropolis. 

I shall here refer to but one case: While visit- 


ing Philadelphia during the summer of 1905, I was 
requested to demonstrate the method on a patient 
at the Philadelphia Cancer Hospital (Dr. Betton 
Massey, Director). Assisted by Dr. W. Swayne, I 
-performed gastro-enterostomy on the man after the 


knitting needle method. In this case the pylorus 
was totally obstructed. A few hours after the oper- 
-ation the man began to take nourishment without 
vomiting, something he had not been able to do for 
days previous to the operation. 


Dicita. IRRITATION OF THE EPIGLOTTIS AS A 

MEANS OF RESUSCITATION AFTER APPARENT 
DEATH FROM ASPHYXIA. 

Believing that chloroform, for example, kills 
through respiratory paralysis, as is the case in other 
forms of asphyxia as well, our attention should be 
directed first of all towards restoring the respira- 
tion. And this, I thought, could best be accom- 
plished and in the easiest possible manner by irri- 
tating the epiglottis. This entire method—I am 
tempted to call it a trick—consists in introducing 
the hand into the mouth of the patient until you feel 
the epiglottis and then moving the index finger to 
and fro over the epiglottis. Thus a very powerful 
effect is exercised directly upon the nerves to be 
considered in this connection, viz., the glossopharyn- 
geal, supplying the anterior surface of the epiglottis, 
and the inner branch of the superior laryngeal nerve 
supplying the posterior surface of the epiglottis, the 
base of the tongue, etc —WoLFF FREUDENTHAL in 
the St. Louis Medical Review. 


OFFICE TREATMENT OF RECTAL 
DISEASES. 
By Beacu, A.M., M.D., 
Surgeon to the Presbyterian Hospital, and Proctologist to 
the South Side Hospital. 
PITTSBURG, PA. 


To divest the victim of the fears incident to op- 
eration under general anesthesia, to reclaim from 
charlatanry what should revert to the regular prac- 
titioner, to add to the inventory of curable dis- 
eases, have inspired proctologists to conceive meas- 
ures that will enlarge the realm of office treatment 
of diseases in the rectum. 

To achieve the desired end, much will depend 
upon the support by the general physician and 
surgeon, since it is through them that patients are 
directed in the proper channels. The radical cure 
of the ordinary rectal diseases without resort to the 
dangers of general anesthesia and a long and pain- 
ful sojourn in the hospital, was unknown until 
recent years—hence this brief communication to 
teach the modern proctologic methods in dealing 
with hemorrhoids, fissure in ano, fistula, ulcers, pro- 
lapsus recti, proctitis, constipation, etc. 

Many suffer from one or more of these diseases 
through fear of operation or treatment, or are igno- 
rant of the fact that all can be positively cured. 
Their trepidation is not without cause, since not 
until the last decade has there been any advance 
in the technic of rectal surgery. The advertisers 
have taken advantage of this and educated the 
public to beware of the knife and chloroform, with 
permanent injury as their universal result. The 
unscrupulous itinerant would grossly exaggerate 
the ailment and frighten the unwary victims into 
a contract to be cured by an indefinite course of 
treatment, persuading them that all sorts of dire 
calamities follow operative procedures in the cure 
of piles, fissure, fistula, and what not, and that his 
powers and special discoveries obviate such barbar- 
ous treatment. To meet and overcome this erro- 
neous doctrine, modern proctology is waging a 
succesful warfare. The general physician or sur- 
geon does not have the time or inclination to 
investigate these diseases, nor does he properly 
consider the importance of rectal diseases as he 
should, either in their local manifestations or by 
their numerous reflex phenomena. Hence the proc- 
tologist appeared among the ranks, and is pressing 
his claims vigorously by an organized effort to re- 
claim for the medical profession what they have 


driven away. By his researches, constipation is 
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mastered, and the hitherto dark continent has opened 
new possibilities in the field of surgery and thera- 
peutics. 

The secret of the office treatment of almost all 
anal and rectal diseases consists in the proper appli- 
cation of local anesthetics. It is surgical refinement. 
This leads us to consider, then: 

. The agent producing local anesthesia. 

. The method of using the agent. 

. The technic of the treatment. 

. Post-operative treatment. 

. The Anesthetic Agent.—By way of preface, 
my record book shows thirty-six cases treated with 
sterile water since July, 1904. Until Gant revived 
the use of sterile water anesthesia, resort was made 
exclusively to the use of ethyl chlorid, cocain and 
eucain. Ethyl chlorid is used in the form of spray. 

Cocain should never be used in a strength greater 
than one per cent., ordinarily not over one to ten 
per cent. The solution’s strength should be in the 
inverse ratio of the quantity to be used. The selec- 
tion of the strength will depend somewhat upon the 
work to be done, as well as upon the idiosyncrasy 
of the patient. The more nervous the subject, and 
the more difficult the procedure, the stronger the 
solution should be, in order to obtain rapid anesthe- 
sia. Indeed, there are patients to whom it would 
be better to give general anesthesia. But since all 
patients suffering from any form of rectal disease 
are more or less neurasthenic, the operator’s power 
of suggestion will in a great measure overcome the 


fear of pain incident to the treatment of these dis- - 


eases. In fissure, the one per cent. solution of 
eucain is preferred, but in less painful diseases, as 
piles, prolapse, fistula, etc., the weaker solutions 
are the best. 

The next agent to be considered is sterile water. 
This should be used warm in sufficient quantity to 
produce anesthesia by pressure. There may be 
added to the water, as well as to the eucain solu- 
tions, about two parts in ten of a I to 1,000 solu- 
tion of adrenalin, which is itself an anesthetic as 
well as a hemostatic agent. The advantage of 
sterile water over the drug solution is its absolute 
safety in whatsoever quantities used. 

2. The Method of Using the Agent is very sim- 
ple. The ordinary antitoxin syringe, with fine 
needles of various lengths, is sufficient. It is un- 
necessary to puncture the entire anal circuit, even 
for the purpose of divulsion. If the case is one of 
fissure, inject from six to twenty drops, behind the 
lesion, of a one per cent. solution of eucain; and, 
instead of divulsing the sphincter, cut through the 
ulcer and muscle. The precaution should be taken 


of driving the liquid ahead of the course the needle 
is to take after entering the skin, so that the only 
pain is that produced by the skin puncture. Again, 
the point of proposed puncture may be touched 
with carbolic acid which will vouchsafe a painless 
transfixion. 

The anal nerves enter the anal zone at the pos- 
terior lateral quadrant on both sides, and if these 
be paralyzed, painless manipulation in any part of | 
the anal circuit may be accomplished. To secure 
this end, thrust the needle in at a point about half- 
way along the arc described by the posterior lateral 
quadrant. In operations involving the skin, I pre- 
fer the eucain solutions, but in diseases of the 
mucosa, sterile water is better. Hence, in prolapse 
and piles, or any operation above the muco-cutane- 
ous junction, sterile water is sufficient and is pre- 
ferred. Enough water is injected into the pile tu- 
mor, or portion of prolapsed gut, to turn it white, 
when anesthesia is complete. It should be injected 
slowly at first, since considerable pain is experi- 
enced as the infiltration occurs, on account of 
sudden pressure; but this is only for a few seconds. 
Considerable dexterity is required in order to con- 
trol the patient during this stage of the manage- 
ment, especially if the piles are inflamed. If there 
is much irritability, the use of the vibrator, fol- 
lowed by Kelly’s conical dilator, will relax the parts 
so that the tumors will appear at the anal margin 
when the patient strains. Moreover, I have. fre- 
quently found it necessary to inject the tumor 
through the anoscope, if the patient will not assist 
me by bearing down. The appearance of the seg- 
ment to be removed at the anal margin is sufficient 
to enable one to attack it with the needle, for as 
the water is injected the growth will roll out in 
full view, just as an inflamed hemorrhoid. 

There is a limitation in the use of local anesthesia 
in fistula. In the simple complete variety, local 
anesthesia is applicable, as also in acute abscess. 
Inject the fluid behind the fistulous tract, and in 
front, where the incisions are to be made. The 
multiple variety, however, is best managed under 
general anesthesia. Fissure should never require 
the use of chloroform. Considerable reactionary 
pain follows the skin operations unde eucain, but 
that is to be expected, and it occurs also after gen- 
eral anesthesia. But the patient is quite willing to 
bear post-operative pain. 

3. The Technic in the commoner rectal diseases 
must be considered briefly in the limits of this 
paper, and since hemorrhoids are most frequently 
observed by the general physician, their treatment 
will be described. The mistake is often made that 
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the operation for removal of piles is spoken of as a 
trivial matter—a statement incompatible with se- 
quelz so often found. The execution requires the 
best judgment, the highest skill, the deftest hand. 
Hemorrhoids are vascular tumors, due to ob- 
structed circulation. To remove the varices is to 
restore circulation of the part. That operation is 
best which sacrifices the least tissue, is painless, and 
does not impair function. ._The wounds are in the 
mucosa, which heal better by granulation than by 
attempting first intention healing by suture. The 
suture is apt to focalize infection, which is ex- 
tremely dangerous in a region containing so much 
fat and connective tissue. I refer now to internal 
piles, or varices, located above Hilton’s line, which, 
if removed will cause the external variety, or those 
located below the white line to subside, because the 
circulation is restored. Now, the reason so much 
pain follows so many operations, lies in the fact 
that the surgeon wounds the skin and the white 
line, which contains the end-organs of the sensory 
nerves, causing sphincteralgia. The primary in- 
cision for the ligature should be just above the 
line of Hilton, which area is peculiarly free from 
sensory nerves. If this rule is strictly observed, 


the patient can get up from the operating table 


with comparative comfort, and will be able to fol- 
low his occupation the next day. Large and pro- 
truding piles render the operation easy. Each tu- 
mor at the anal verge is pierced at its summit, and 
filled with water till it turns white; it is then seized 
with pile forceps; an incision is made through the 
mucosa, on the lower side, extending half-way 
around, then a stout ligature of twisted silk is tied 
with the knot resting on the mucosa above, the mass 
is cut off as close to the ligature as possible, which 
is left long enough to hang through the orifice ; thus 
placed, the ligature will drop off in from five to 
seven days. I have repeatedly performed this oper- 
ation in my office upon patients who said they 
would never submit to the knife, and who declare 
the procedure is free from pain. 

Fissure, prolapse and simple fistula are alike 
amenable to such treatment, thus enlarging the 
scope of work in the office. As already intimated, 
this technic appears simple, but it requires con- 
siderable dexterity and diplomacy to execute it suc- 
cessfully, and it should not be attempted without 
previous clinical observation. 

Local anesthesia is the chief weapon in our hands 
to smother the itinerant. It goes a long way in 
divesting the public of the fear attending the treat- 
ment of the ordinary rectal diseases. It is probably 
better for the general surgeon, operating on piles, to 


use general anesthesia, since that relieves him of any 
trouble to control his patient. In this connection, 
it is urged that the operator expends more nervous 
energy by using local agents—which signifies more 
skill. The patient will readily acquiesce to treat- 
ment, even if asked to enter the hospital, if the 
question of general anesthesia is eliminated. 

4. The Post-operative Care of these cases does 
not differ essentially from that following the use of 
chloroform, except that there is no nausea, and the 
only symptom to combat is some pain, which varies 
widely in degree among patients. The ordinary 
aseptic precautions are to be observed. The bowels 
should be moved the second day, and, in the ma- 
jority of cases, the patient can be about on the third 
day. Neurotic cases should be confined a week. 
For pain, a suppository of opium extract, gr. i. 
immediately following the operation, supplemented 
by applications of hot sterile towels, will usually 
suffice. Occasionally, morphia sulphate, % gr., hy- 
podermatically, is needed. 

Such diseases as proctitis, atrophic, hypertrophic 
and ulcerative, can be treated in the office without 
anesthesia. In these conditions we find the key to 
the solution of many cases of constipation, and of 
chronic diarrhea, and the treatment of these dis- 
eases by local applications is of inestimable value 
to the patient. 

In the preceding paragraphs, I have been able 
only to outline the methods of office treatment, and 
if I have succeeded in helping the general physi- 
cian with any side-lights, my task will have been 
accomplished. To conclude: 

1. The study of technic in proctology is im- 
portant. 

2. Most of the ordinary rectal diseases can be 
cured in the office. 

3. Under local anesthesia, the scope of office 
practice is increasing. 

4. Less pain follows operation under local than 
under general anesthesia. 

5. Patients will more readily submit to radical 
treatment under local, than under general anes- 
thesia. 


RESORCIN IN EPITHELIOMA. 

The British Medical Journal says that resorcin 
has been used with excellent results in the treatment 
of cancerous growths in the face (epithelioma) in 
the form of an ointment made up of equal parts of 
resorcin and vaselin. This mixture is applied first 
and forms an eschar, and then an ointment of twenty 
parts of resorcin to thirty parts of vaselin is con- 
tinued.—Ex. 
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(Continued from the May Number.) 
During the period of time, when 
non-operative measures are re- 
sorted to, in the hope of correcting 
wry-neck, the deviation of the head dependent on 
congenital spastic contraction of the sterno-mastoid 
muscle, may be overcome by suspension in the 
Sayre’s apparatus. Where this can be accom- 
plished, the position may be maintained by investing 


TORTICOLLIS 


Plaster of Paris jacket with figure-of-eight turns about the 
neck for cervical spondylitis or torticollis. 


Fig. 52. 


the body with a plaster of Paris jacket of light 
construction and extending it so as to pass about 
the neck in figure-of-eight turns (Fig. 52) or, if 
the muscle be more unyielding, the plaster of Paris 
should also include the head, encircling the occiput 
and frontal bone. 

In the acquired form of torticollis, which can be 
easily righted by manual force, the head can be 
retained in a corrected position by placing about it 
a coronet made of plaster of Paris, into which a 
metal ring is incorporated. By means of a muslin 
bandage passing through the ring and about the 
thigh, traction is made in a direction opposite to the 
existing torticollis. This traction is carried to the 
extent of producing a torticollis on the opposite 
side, thereby overcoming the spasm of the affected 
side (Fig. 53). 

For the torticollis of cervical spondylitis a well- 


fitting plaster of Paris corset with a jury-mast 

from which the head is suspended, is the best form 
of treatment. 

A plaster of Paris spica 

Hip Joint Disease passing about the lower tho- 

rax and extending within a 

few inches of, and at times including, the knee joint, 


Plaster of Paris coronet with ring incorporated to aid in 


Fig. 53. 
correction of torticollis. 


is an effective way of immobilizing the diseased hip 
joint. The spica is not to be applied, however, until 
flexion and abduction deformities have been over- 
come by extension with weights. The presence of a 
large, cold abscess, or sinuses leading into the bone 
or joint, contraindicate the use of a plaster of Paris 
spica. Even if it be desirable to apply some form 


Fig. 56. Application of hip spica in the horizontal position. 


of brace, or traction splint, the plaster spica may be 
retained when the tendency to flexion and abduction 
are marked. When sole reliance for fixation is 
placed upon the spica, the immobilized, diseased side 
should be kept from the ground by the use of 
crutches. On the whole, it must be said, that the 
plaster spica, however well applied, is a bulky and 
unclean means of treating hip joint disease, as com- 
pared with some form of metal splint. As a word 
of warning, it should never occur to anyone to apply 
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the plaster spica in order to correct a deformity. 

Application of the Hip Spica—The methods of 
applying a plaster hip spica, described in fractures 
of the thigh, are equally applicable in hip joint dis- 
ease. In addition to these, the following will be 
found useful. The head and chest of the patient 
rest upon a table. Both limbs extended, and with the 
feet resting on another table or horse, are grasped 
by an assistant who everts traction. Another as- 
sistant by hooking his hands into the axilla exerts 
counter-extension. With the body thus suspended, 
in the horizontal position, the plaster hip spica can 
be easily applied (Fig. 56). 

An effusion of serum or 
blood in the knee joint, can 
very often be rapidly dis- 
pelled by the absolute immobilization afforded by a 
plaster cast, investing the thigh, including the knee 
joint, and extending down the leg below the calf. 
A cast of the same extent is necessary in tuberculous 
disease of the knee joint, but not until the flexion 
deformity has been overcome by gradual extension, 
as with weights and pulleys. The knee joint immo- 
bilized in the cast (of light construction) must not 
support the superimposed weight of the body, there- 
fore crutches are to be worn or the knee, encased in 
plaster of Paris, is suspended in the Thomas splint 
for knee joint disease. 

In all affections of the ankle, 
there is a great tendency for the 
foot to assume a position of 
equinus combined at times with eversion (valgus). 
To forestall this, the foot must very early be placed 
in a plaster of Paris cast, in a position at right 
angles to the leg. Where there is much spasm 
of the tendo Achilles, this may be overcome by the 
administration of an anesthetic, and if there be 
still some difficulty, a subcutaneous tenotomy must 
be resorted to before applying the plaster cast. 

The rigid flat foot, with spasm of 
the tendo Achilles and lack of mo- 
bility of the smaller articulations, and 
abduction and eversion in the medio-tarsal articula- 
tion, calls for a correction which can be main- 
tained only by a plaster of Paris dressing. To 
effect a correction, it is necessary to administer an 
anesthetic and manually force the foot into an 
exaggerated adducted (varus) position. It is thus 
maintained by a plaster of Paris dressing, which 
extends half way up the leg. This plaster cast 
remains on for four weeks. For the first. three 
weeks the patient occupies the recumbent posture ; 
thereafter he may walk about with crutches. At 
the expiration of the fourth week the dressing is 


KNEE JoInt DISEASE 


ANKLE JOINT 
DISEASE 


Fiat Foor 


removed and a plaster mold made, either from the 
dressing or directly from the foot. A sheet of 
steel is then hammered to conform to the plaster 
mold, on its plantar surface, as far forward as the 
head of the first metatarsal bone, and to pass ob- 
liquely outwards back of the heads of the meta- 
tarsal bones, to the cuboid, the posterior limit of this 
splint corresponding to the middle of the oscalcis. 
On the inner aspect of the cast the splint is ham- 
mered out in a semi-ellipse extending to the internal 
malleolus. On the outer aspect a tongue of metal 
is hammered out as a guide to prevent the splint 
from slipping. This accurately fitted splint, thus 
hammered out over the plaster mold, is placed in 
the shoe, and, acting as a lever, it forces the foot 
into the correct position. 


Fig. 57. Lorenz spica for unilateral congenital dislocation of the hip. 


One of the essentials in the 
successful treatment of a con- 
genital dislocation of the hip is 
the application of a well-fitting 
hip spica in which the patient walks about. An 
x-ray picture is first taken as a guide to the location 
of the head of the femur. Then follows a reduction 
of the head into the acetabulum, in which it is 
maintained by abducting the limb. In this abducted 
position the unilateral or bilateral spica is applied, 
according as whether the dislocation has been on 
one or on both sides (Figs. 57 and 58). In addition 
to the abduction, the limb is slightly flexed and ro- 
tated in. The spica should preferably pass well 
up on the thorax, though this is by no means abso- 
lutely necessary. It should not extend below the 
knee, in order not to interfere with comfort in walk- 
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ing. The plaster cast remains on at least six weeks. 
At the expiration of this time it is removed. If a 
radiograph then made shows the head of the femur 
in the acetabulum, the degree of abduction is les- 
sened gradually. All the time that the cast is on, 
the patient walks about, thus aiding by this pres- 
sure, in forcing the head into the acetabulum and in 
shaping the latter. After the removal of the last 
cast, a hip splint is to be worn for some months. 
The deformity known as club foot, 
if treated immediately after birth, and 
persistently, can be wholly corrected 
by the use of plaster of Paris dressings, within a 
year or two. It is necessary, by a process of manip- 
ulations, as in modeling, to bring the foot from its 
equinus position into that of a right angle with 
the leg and to overcome the adduction (varus) and 
inward rotation. When these have been corrected 
a plaster of Paris cast is made to invest the foot, 
extending up the leg to the condyles of the tibia. 


CLus Foor 


Fig. 58. Double spica for bilateral congenital dislocation of the hip. 


Great care must be taken in padding the bony 
prominences with non-absorbent cotton to prevent 
pressure sores. The best guarantee against decu- 
bitus, is a thorough reduction of all the abnormal 
positions that occasion the prominences. If the 
deformity cannot be wholly corrected at the first 
sitting it is remedied after the removal of the cast. 
With each renewal of the cast another attempt is 
made to better the position of the foot. This correc- 
tion of the very plastic tissues of the new-born and 


of the infant calls for no anesthetic. In adults, 
however, narcosis is necessary. 
Wolff's Method.—The correction is effected 


under anesthesia, and a plaster cast is applied. 
While this is setting, further correction of the 
deformity is made by abducting the foot. Over 
the outer malleolus and over the tuberosity of the 
head of the first metatarsal bone fenestrz are cut to 
relieve the pressure. At the end of the first week 
a wedge is cut from the outer aspect of the cast 
(Fig. 59), and a linear division made about the 
ankle joint to the inner aspect of the foot. The 


removal of the wedge permits of crowding the 
foot outwards to effect a better correction. For 
this, and for succeeding corrections, rendered pos- 
sible by enlarging the wedge removed, no 
anesthetic is called for. After each wedge cut- 
ting from the plaster, and correction, another layer 


Fig. 59. Wolff’s method of removing wedge {rom cast to better the 
correction of the club foot. 
of plaster of Paris is applied to hold the foot in its 
new position. When the complete correction of the 
foot has resulted, the cast is covered with strips of 
basswood veneering. These are secured in place by 
crinolin bandages, and coated with glue. <A 
“water-glass” (silicate of soda) bandage is placed 
over all. The patient is allowed to walk about in 
this dressing for a month or a year, depending on 
the degree of severity of the condition. 
(To be continued.) 


FissuRE ANI. 

When a fissure is recent, it may be treated suc- 
cessfully, without operation, if there is no spasm 
of the sphincter, and no induration. Orthoform ap- 
plied to its base, followed by pure ichthyol, applied 
every other day, is a treatment best adapted for most 
non-operative cases. The average length of time to 
cure uncomplicated cases in this way, is from two to 
four weeks. With hypertrophied, hard, spasmodi- 
cally contracted sphincter, and a sentinel pile well 
developed, we will not succeed without operative 
interference. Operative cases are treated by dila- 
tation, incision and excision, which different meth- 
ods are explained by their names.—Dwicut H. 
Murray in the Buffalo Medical Journal. 
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PARANEPHRITIC SCLEROSIS: ITS ETI- 
OLOGY, SYMPTOMS AND TREAT- 
MENT. 

By A. A. Bere, M.D., 

Adjunct Attending Surgeon, Mount Sinai Hospital, 
NEW YORK. 


“That non-suppurative paranephritis can and does 
occur is totally ignored as a general rule; and when 
one speaks of paranephritis in an unqualified way he 
usually is understood to mean the suppurative form 
of the disease.” The above quotation is from Max 
Schede, one of the few writers who discusses the 
non-suppurative variety of paranephritis. Most 
authors either consider only the late stages of the 
malady, or do not allude to it at all. Thus, Debove, 
Achard and Castaigne, in their recent manual on 
the maladies of the kidneys, state that the sclerotic 
form of paranephritis is only an autopsy finding, 
and is met with in those subjects who have had an 
atrophic nephritis or prolonged kidney suppuration. 
They further state that this sclerosis of the para- 
nephritic tissues does not give rise to any particular 
symptoms except when the kidney is very large, in 
which case the latter is fixed in the loin, and does 
not have the classical sensation of ballotement. 

Henry Morris mentions the misplacement of the 
kidney, the apparent increase in the size of the or- 
gan, and the absence of ballotement, that may at- 
tend the late stages of sclerosing paranephritis ; Al- 
barran, in Dentu and Delbet, describes briefly the 
gross pathological alterations of this condition, and 
states that it usually does not occasion any clinical 
manifestations. Most of the text-books scarcely 
mention the subject ; and yet the adhesive, sclerosing 
variety of paranephritis is by no means uncommon, 
nor without severe and annoying disturbances to 
the patient. 

It is the writer’s intention in this paper to con- 
sider especially the earlier and less extensive forms 
of this malady, and to develop its etiology, clinical 
significance, diagnosis and treatment. 

By sclerosing or adhesive paranephritis we under- 
stand a more or less chronic connective tissue in- 
flammation of the fibrous and fatty capsules of the 
kidney. In its mildest forms it manifests itself by 
a thickening of the fibrous capsule alone. This be- 
comes adherent to the kidney, and when the capsule 
is stripped, small pieces of the renal parenchyma ad- 
here to it. This condition is most frequently en- 
countered with those forms of chronic nephritis that 
are known as “medical nephritis.” In the more 


marked degrees of this inflammation the fibrous cap- 
sule is thickened and adherent, and the fatty capsule 


is converted into fibrous tissue which binds the kid- 
ney more or less closely to the neighboring organs. 
In the final stages the kidney lies embedded in a 
thickened shell of fibrous tissue resulting from the 
sclerosis of the fatty capsule, and is intimately ad- 
herent to its own much thickened fibrous capsule, — 
and to the neighboring organs. The size of the kid- 
ney is apparently very much enlarged. These last- 
mentioned conditions are met with only after pro- 
longed suppuration in the kidney, after tuberculous 
nephritis, and calculus pyelonephritis. Their re- 
lation to the kidney malady is well understood, and 
their clinical significance thoroughly appreciated. 
As has been said above, however, the purpose of this 
paper is not to deal with these late stages of sclero- 
sing or adhesive paranephritis, but rather with the 
earlier and less extensive phases of the malady. 

In reference to the etiology of adhesive para- 
nephritis, it is very important to remember that the 
paranephritic tissues are closely conected with the 
kidney by lymphatic and vascular channels. While 
inflammation therein may be, and often enough is, 
secondary to traumatism and inflammation of neigh- 
boring organs: e. g., the vertebrz, appendix, gall- 
bladder, etc., it follows, from the rich and intimate 
vascular and lymphatic connection between the kid- 
ney and these tissues, that diseased conditions of the 
former will be frequently accompanied by changes 
in the latter ; the exciting cause of the primary affec- 
tion being carried along the lymphatic and vascular 
channels. 

In the majority of cases the lesions of the neph- 
ritis, which has occasioned the paranephritic sclero- 
sis, are in evidence; but it is important to note that 
in not a few instances all the signs of the disease in 
the kidney have disappeared. This is explained by 
the fact that with the removal of the exciting cause 
of the nephritis it frequently enough happens that 
the latter subsides, and the kidney structure returns 
to a normal condition ; but the paranephritis which it 
occasioned remains, just as peritoneal thickenings 
and adhesions persist long after the subsidence of 
the intraperitoneal or juxtaperitoneal inflammation 
that has produced them. The significance of this 
last mentioned fact will be apparent later on. 

The diseases of the kidney that are most likely 
to be attended with paranephritic sclerosis are those 
which are due to pathogenic bacteria and their 
toxins, and especially the pyogenic class of organ- 
isms. 

It is erroneously thought by many that pyogenic 
bacteria always produce macroscopic suppuration. 
Pathologists have insisted repeatedly, however, that 
under certain conditions not at present entirely 
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understood, but probably dependent upon the greater 
resistance of the individual and the less virulent 
character of the invading organisms, the pyogenic 
bacteria occasion a mere chronic type of inflam- 
mation, attended with the production of considerable 
amounts of connective tissue. Thus, Rovsing has 
conclusively shown that in the kidneys the colon 
bacillus, the streptococcus, and staphylococcus, can 
produce a chronic nephritis which in its lesions and 
clinical manifestations in every way resembles those 
forms of nephritis usually termed “Bright’s Dis- 
ease.” That non-pyogenic bacteria and their tox- 
ins can produce these chronic productive lesions is 
well enough known. 

These bacterial nephritides may be unilateral or 
bilateral. In their acute stages the kidneys are 
swollen, edematous, the markings indistinct; and 
microscopically they show a marked infiltration with 
leucocytes and pus cells. In the urine of the af- 
fected organ the pathogenic bacteria can often be 
isolated. The paranephritic tissues in these cases 
always show a marked sclerotic and adhesive condi- 
tion. As evidence of such an acute bacterial 
nephritis the history of the following case may be 
briefly stated: 


On admission the patient was anemic, her tem- 
perature fluctuated between 100° and 102°, her 
pulse between 80° and 100°. The heart, lungs, in- 
testines, liver and spleen were normal. The right 
kidney was palpable, but not tender. The left loin 
was exquisitely tender, the left rectus muscle quite 
rigid ; but no distinct enlargement of the left kidney 
could be made out. The urine was turbid, acid in 
reaction, contained fair amount of albumin, nu- 
merous pus cells and hyaline casts. Cystoscopic 
examination showed a healthy bladder; the right 
ureteral orifice normal; the left ureteral orifice sur- 
rounded by slightly injected mucosa, and somewhat 
dilated. Catheterization of both ureters was readily 
performed. From the right kidney there was dis- 
charged perfectly liquid, clear urine, entirely nor- 
mal, and cultures from it were sterile. From the 
left kidney there was at first discharged about 10 
c.c. of thick, yellowish pus; and then followed per- 
fectly clear urine. Cultures from this urine showed 
a pure growth of staphylococcus aureus. It like- 
wise contained albumin and a few hyaline casts. 
The discharge of pus followed by clear urine led me 
to expect a pyonephrosis. X-ray examination did 
not reveal the presence of stones in the kidney. 

At operation, a dense and extensive adhesive para- 
nephritis was found, especially marked at the poles 
of the left kidney. The kidney was but very 
slightly enlarged. It was congested, its surface 
smooth, and its fibrous capsule somewhat thickened. 
On section, the kidney cortex was edematous, and 
its markings somewhat indistinct. The pyramids 
were swollen; and at the lower pole were several 


yellowish foci, the size of a large pin’s head. There 
was no macroscopical sign of pus; the pelvis of the 
kidney was congested, but did not contain any 
marked collection of pus. 

A section was taken from the kidney tissue. On 
histological examination this showed the presence 
of acute inflammation, and the staphylococcus au- 
reus. The kidney was drained by tube, and the rest 
of the incision therein closed by catgut sutures. The 
convalescence was uneventful. The drainage was 
removed after two weeks. The urine became clear, 
the temperatures normal, and the general health 
gradually improved. 


When the acute stages of such bacterial affections 
of the kidney subside, the leucocyte and pus infiltra- 
tion gradually disappears; and in its place there 
develops a connective tissue formation which in 
every detail resembles the lesions that have been 
described under the name of “chronic Bright’s dis- 
ease”; and the paranephritic adhesions slowly be- 
come more and more marked. It is not always pos- 
sible at such times to recover the pathogenic bac- 
teria from the urine of the diseased kidney; and if 
it is sterile we may be led, eventually, to look upon 
the kidney and perinephritic lesions as aseptic proc- 
esses; and to class them with those of chronic 
Bright’s disease. 

Rovsing, in his paper: “Ueber Operationen bei 
chronischen Nephritiden,” reports a number of cases 
of chronic productive lesions of the kidney due to 
bacterial infection of this organ. In all his cases the 
paranephritic sclerosis and adhesions were strik- 
ingly in evidence, and in some they were the direct 
cause for the operative attack upon the kidney. 

As long as the bacteria and their toxins remain 
in the kidney, the lesions which they cause in this 
organ persist, and readily explain the coexisting 
paranephritis. With their elimination from the or- 
gan, however, it is possible, as was indicated above, 
for the pathological changes which they inaugu- 
rated therein to entirely disappear; the kidney re- 
suming its normal histological and macroscopical 
structure. But the paranephritis in such cases rarely 
undergoes a similar complete resolution. The 
sclerosis and adhesions usually remain, just as peri- 
toneal adhesions persist long after the subsidence 
of an inflammation of an intraperitoneal or juxta- 
peritoneal organ, and they may be looked upon as 
indicators of a former inflammatory condition of the 
kidney. If, then, we look upon paranephritic ad- 
hesions and sclerosis as usually secondary to kidney 
disease, the evidences of which may or may not be 
at hand, ‘we will have no difficulty in explaining the 
origin of this condition in the cases that the French 
have described as renal nephralgia, and in which 
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no other lesion than an adhesive paranephritis are 
present. In the light of the above statements we 
must view these cases as, primarily, cases of kidney 
disease, attended by the sclerosing form of para- 
nephritis ; that, owing to a removal of the cause of 
the kidney malady, this organ returned to its nor- 
mal state, leaving only the paranephritic condition ; 
and that these adhesions, by traction upon the kid- 
ney capsule, caused the neuralgic pains in the loin. 
It may also be added that inasmuch as the varieties 
of kidney affection that tend most often to spon- 
taneous resolution are those which are occasioned 
by pathogenic bacteria and their toxins, it is more 
than probable that the original kidney disease, in 
these cases, was of bacterial or toxic origin. 

Similarly, the paranephritis which is always pres- 
ent in the cases of essential renal hematuria would 
suggest that in these cases there was a primary kid- 
ney malady that provoked the paranephritis and is 
the cause of the bleeding from the kidney. In some 
of the cases, microscopical examination of a speci- 
men of excised kidney tissue shows nephritis to be 
present. In these cases there is no room for doubt 
as to the cause of the bleeding and paranephritis. 
In others the examination does not reveal the lesions 
of the nephritis ; and in these cases the paranephritic 
sclerosis compels us, in the absence of another cause 
for its presence, such as a traumatism or inflamma- 
tion of a neighboring viscus, to assume that a neph- 
ritis originally existed, and that this process either 
localized itself to’small areas of the kidney, which 
were not included in our specimen (Rovsing’s 
view'), or that it subsided sufficiently to leave no 
histological evidence of it, but yet left the blood and 
nerve supply of the organ so far impaired as to oc- 
casion the renal bleeding. 

We have thus far considered only the sclerosing 
paranephritis that complicates bacterial and toxic 
nephritis ; but this lesion may also be secondary to 
aseptic diseases of the kidney, e. g., the connective 
tissue degeneration of this organ that goes with 
connective tissue degeneration of all the internal 
viscera ; calculous disease of the kidney; especially 
the uric acid type; and malignant disease of the kid- 
ney. Tuberculous, actinomycotic, suppurative, and 
syphilitic nephritis are also accompanied by a 
marked paranephritic sclerosis, but this has already 
been discussed under the bacterial and toxic types 
of this lesion. 

Symptomatology.—The clinical manifestations of 
the slighter grades of adhesive and sclerotic para- 
nephritis are usually very few. Sometimes the ad- 
hesions drag upon the kidney capsule, and thereby 
excite a good deal of pain in the loin. This pain is 


not similar to that of colic, but is dull and dragging, 
and often the cause of much physical suffering, 
With an extensive, sclerosing paranephritis, the kid- 
ney becomes fixed in the loin, appears to be very 
much increased in size, and does not give the sensa- 
tion of ballottement or bimanual palpation. 

Though not exactly pertinent to the subject of 
symptomatology, the writer wishes here to express 
his opinion that a sclerosing paranephritis is often 
responsible for the continuance of a bacterial in- 
fection of the kidney, or for a prolongation of those 
lesions in this organ which are occasioned by toxins, 
uric acid, disease, etc. 

An inflamed organ, surrounded and fixed by ad- 
hesions, has manifestly less chance of ridding it- 
self of pathogenic factors, and less opportunity even 
when it has done so, of returning to its normal 
structural condition. The importance of such a 
view of paranephritic adhesions is apparent when 
we consider the question of operative interference 
for the treatment of the chronic nephritis. 

We know that the cases of chronic nephritis in 
which there is a marked paranephritis are often 
very much benefited by nephrolysis, the separation 
of the adhesions probably permitting the circulation 
of the kidney to become more free, thus favoring 
drainage of the iritating material and absorption of 
inflammation tissue. The operation of decapsulation 
suggested by Edebohls for the cure of chronic 
Bright’s disease may be considered as a variety of 
nephrolysis, for it separates the thickened fibrous 
capsule from the kidney parenchyma, and probably 
exercises its good influence in the same way as does 
the separation of the adhesions in the fatty capsule 
in those cases of chronic nephritis that are attended 
by a marked sclerotic paranephritis. It has been 
a matter of some speculation as to why decapsula- 
tion of the kidneys in chronic nephritis helps the 
patient to get rid of general anasarca. Would not 
the improved circulation of the kidneys, following 
upon the separation of the fibrous capsule and para- 
nephritic adhesions, explain the good effects of 
operation in these cases? 

Diagnosis—The diagnosis 


of paranephritic 
sclerosis is possible only in those cases in which 
there is a dull, dragging pain in the loin, or when 
there is fixation of the kidney and absence of renal 


ballotement. We should, however, always suspect 
its presence in all forms of bacterial or toxic neph- 
ritis, in uric acid disease of the kidney, in ecchino- 
coccus cysts, and in malignant tumors of the organ. 

The pain provoked by paranephritic adhesions is 
not similar to that of kidney colic. The latter is 
sharp and cutting, and radiates to the groin, testicle, 
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and down the thigh. The former is a dull ache, 
usually localized in the loin; and when it radiates 
it is to the hypochondriac region and shoulder. 

Treatment.--The treatment of paranephritic 
sclerosis is operative, and consists in blunt or sharp 
division of the adhesions. This should be a part of 
all operative procedures upon the kidney, whenever 
the adhesions are present. In cases of chronic 
nephritis attended by marked paranephritis the di- 
vision of the adhesions alone is often sufficient to 
relieve or cure malady. 


THE VALUE OF THE ROENTGEN RAYS 
IN SURGICAL DIAGNOSIS.* 
By Cart Beck, M.D., 


Professor of Surgery in the New York Post-Graduate 
Medical School and Hospital; Visiting Surgeon to 
the St. Mark’s Hospital and the Ge ~ Poli- 
klinik; Consulting Surgeon to the” Philan- 

throp. Hospital. 


The proofs of the diagnostic usefulness of the 
Roentgen rays are so overwhelming that it takes a 
blind man not to see them. I will therefore resist 
the temptation to adduce general arguments in their 
favor and will go into details at once. 

It is especially in the formerly unpleasant field of 
bone injuries that the Roentgen method has become 
a real blessing. The many unfortunate circum- 
stances which prevented the surgeon from making 
an exact diagnosis, thereby causing much-dreaded 
deformities, have ceased now to hang like the sword 
of Damocles over him. Accurate knowledge has 
taken the place of ignorance and doubt, and painful 
manipulations are no longer a necessity for diag- 
nostic purposes. 

It is an undeniable fact that in a considerable 
number of bone injuries their true character could 
not be recognized in former years, the general symp- 
toms being either obscure or veiled by the swelling 
of the surrounding tissues. The mistakes made in 
trying to differentiate fractures from dislocations, 
contusions, distortions or tumefactions were innu- 
merable; but they could be proven as such only 
under extraordinary circumstances. Now, with the 
aid of the rays, we can see the conditions as they 
are, and the rays are, in fact, impolite enough to do 
this without the slighest regard for great authorities. 
No wonder that such brusque information has been 
received with a feeling of uneasiness, often by the 
very men who should have been but too glad to learn 
of their diagnostic errors in order to correct them, 
as long as there is time. 

And as long as there is time, the Roentgen method 


* Read before the Medical Association of the Greater City of New 
York, March 12, 1906. 


is the faithful friend and adviser. It unveils the 
truth. The advice of the sometimes burdensome, 
but always reliable, friend should be followed and 
his warnings listened to, because if done in time, 
much disaster may be averted. The same friend will 
become the formidable prosecutor, if the truth is 
disclosed after the chances for proper correction 
have wared. 

In former years it was customary in the face of an 
obscure case, to assume an extremeiy wise attitude 
and sigh: “If we could only lcok through it!” Now 
since this wish has become a reality beyond our most 
audacious expectations, there are still many who 
think that by virtue of their peculiarly well devel- 
oped palpatory talents they can diagnosticate frac- 
tures as well without this help. Such arrogance will 
find its severe punishment some day. 


Fig. 1. Fracture of lower end of humerus, in a boy of five, showing 
considerable displacement backward. Completely reduced under 
ether. St. Mark’s Hospital. 


Is it right to risk an experiment, when a simple 
glance with the fluoroscope furnishes the most pre- 
cise evidence—when it can at once be clearly deter- 
mined whether there is comminution or impaction or 
intervention of muscular tissue, or intraarticular 
fracture, or association with dislocation ? 

If the picture is fixed on a photographic plate, 
the nature of the injury can be studied at leisure, 
and the proper line of treatment decided upon with- 
out subjecting the patient to any tentative manipula- 
tions. After a dressing is applied the fluoroscope 
(stereoscope) or the Roentgen plate shows whether 
the fragments are in position or not. If they are 
not, the dressing is removed and the false position 
corrected at once. In this manner the execution of 
all therapeutic measures can be verified by the 
Roentgen guide; the dressing itself, even if consist- 
ing of plaster-of-Paris, offering no obstacle to the 
rays, so that the position of the broken fragments 
can be controlled through the dressing. Thus the 
therapy is enormously simplified and perfected, the 
Roentgen rays always showing the true nature of 
the conditions. 

In fact, our methods of treatment have become so 
simple, that, with a few exceptions, we may say that 
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the therapeutic plan can be outlined with almost 
mathematical precision. The skiagraph suggests it, 
so to say. The surgeon ceases to be the slave of the 
manifold more or less complicated splints. All he 
needs is a detailed diagnosis, which dictates the 
method of reduction as well as that of immobiliza- 
tion. Quibene diagnoscit, bene medebitur applies 
preeminently to the treatment of fractures. A text- 
book on the treatment of fractures cannot contain 
too many diagnostic points therefore, while the de- 
tails of practical therapy can under the new perspec- 
tive be printed on a few pages or, according to the 
great Hippocrates, may be written on our finger- 
nails, so to speak. 


Three sequestra in front of the resected stump of the femo- 


Fig. 2. 
ral head; acetabulum empty. 


It is admitted by the best authorities now, that 
there is an enormous number of bone injuries, the 
character of which would formerly not be recognized 
on account of the swelling of the area involved or of 
the obscurity of the symptoms in general. Now the 
differential diagnosis may be made by a simple 
glance with the fluoroscope. 

In a number of fractures considerable effusion 
takes place, especially if they are of the intraarticu- 
lar type. The clinical expression of this condition 
will be a swelling of the fractured area, which in 
most cases suggests the presence of displacement. 
Naturally the surgeon would be tempted then to 
make reducing manipulations which would be most 
harmful to the patient, because they would cause 
the very thing which we would like to avoid, viz., 
aisplacement. Now, the Roentgen rays penetrate 
any effusion and will therefore tell us precisely 
whether there is any manipulation necessary or not. 


In other words, if no displacement is shown, all that 
is required consists in protecting the injured limb 
in its normal position. This is done by proper im- 
mobilization. I personally prefer the plaster-of- 


Paris dressing, because it adapts itself to the shape 
of the body in a most admirable manner and fur- 
thermore it permits of control continuously by the 
Roentgen method since its material offers no ob- 
stacle to the rays. 

Now, if there is more or less displacement, the 
fragments must be reduced to where they had been 


Fig. 3. Tuberculous hip in boy of six. Skiagraph shown in figure 2. 


before, that is, to their normal position. After exact 
position has been attained, proper fixation in the 
normal position is in order. Whether an ankylosis 
is of a fibrous or of an osseous nature, is also shown 
by the Roentgen method. If fibrous, we know that 
a bloodless method will answer the purpose, while, 
if osseous, a chisel-operation could be considered 
only. 

The knowledge of the various diseases of the 
bones has also been much augmented, new points 
of differentiation being found between inflammatory, 
syphilitic, tuberculous and osteomyelitic processes. 
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and between osteosarcoma and osseous cysts. The 
density of the bones, caused by the abundant pres- 
ence of calcium phosphate, prevents penetration by 
the Roentgen rays, wherefore a very marked 
shadow, in contrast to the more translucent soft tis- 
sues of the body, is shown on a photographic plate. 
Any change affecting the chemical components of 
the bones, must give its expression there. One of 
the predominant features of these changes is the 
rarefaction of the osseous tissue, produced by the 
greater or lesser degree of absorption of calcareous 
matter. Most bone diseases show a characteristic 
form of their own as far as the peculiar form and 
degree of absorption is concerned. A final decision 


Fig. 4. Compound fractures of third and fourth fingers. Lower 
fragment in third finger black, i. e., necrotic. Therefore it had 
to be removed. Fragments in fourth finger are to be 
reduced simply. 


should of course only be reached in connection with 
the history and the clinical symptoms of the case. 
But if we realize how meager the information 
gained by inspection, palpation, probing and aspira- 
tion sometimes is, we will appreciate the value of a 
painless method which gives us definite information 
on some of the most important points. 

The usefulness of the Roentgen method is most 
apparent in necrosis and osteomyelitis, the foci not 
only being localized but their extent at the same time 
being so well outlined that the technical steps of the 
operation can be traced in advance. The feeling of 
security the surgeon has while proceeding under 
the mentorship of the skiagraph, gives a satisfaction 
unknown in former years, when often a whole long 


bone had to be exposed by the scalpel in order to 
ascertain whether there was only one focus or more. 

In tuberculosis we are nowadays frequently able 
to recognize a focus at an early stage and conse- 
quently to perform conservative operations which 
not only save life and limb, but also preserve func- 
tional ability. Among the skiagraphic signs of tu- 
berculous osteomyelitis, I may mention that in the 
circumscribed form the bone trabecles are gradually 
absorbed, granulations taking the place of osseous 
tissue. The expression of this special type of ab- 
sorption is the translucency of the areas thus meta- 
morphosed. The more extensive the area, the 
greater the absorption of calcareous matter, the 
greater therefore the translucency of the affected 
sphere. The cortex appears more or less distended 
and slightly overshadowed with small periosteal pro- 
liferations. 

As soon as a circumscribed focus perforates the 
cortex, the regular shadow of the cortex is inter- 
rupted and some of the areas become confluent. 

In the infiltrating type of tuberculous osteomye- 
litis osteoporosis is found, some of the osseous tissue 
being absorbed as in the circumscribed type, but 
most of it becoming necrotic by the inhibition of 
nutrition. The skiagraphic expression of this proc- 
ess, therefore, is entirely different from that of the 
circumscribed foci; the sequestra appear as dark 
shadows, the absence of textural details character- 
izing them as dead bone. (For further details I may 
refer to my publication on this subject, New York 
Medical Journal, November 11, and 18, 1905.) 

(To be continued.) 


THE “YounG” SURGEON. 

A surgeon who retains his maturity of mind— 
neither youthfulness nor decreptitude—will remain 
young in the’sense in which a surgeon should be 
young, long past the age when mere physical youth 
has passed. A surgeon, growing old in body, may 
become wearied after three instead .of after five or 
seven hours of operating, but if he has not yet devel- 
oped the physical indecison of the senile mind, he 
will still be young in the best sense of the word. 
On the contrary, many a surgeon is afflicted with 
physical indecision even in youth. He cannot meet 
emergencies as they should be met. While he hesi- 
tates between two or three courses of procedure his 
patient may die, and he will not realize until too 
late that it would have been better to have done the 
second best thing rather than to have lost the 
precious life entrusted to his care-—John B. Deaver 
in Medicine. 
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THE PRESIDENT-ELECT OF THE AMER- 
ICAN MEDICAL ASSOCIATION. 


So much has been written of St. Mary’s Hospital 
at Rochester, Minnesota, and of the Mayo brothers, 
its central and inspiring figures, that little can be 
added at this time, when William J. Mayo goes 
forth to preside over the approaching session of the 
American Medical Association. Conspicuous among 
the surgeons of the world, earnest in all the affairs 
of our profession, the honor voted to him by his 
colleagues has been as well deserved as it will un- 
doubtedly be well worn. 


SUBCUTANEOUS PUBOTOMY. 

The operation of hebotomy or pubotomy, so ex- 
tensively discussed abroad by all the prominent ob- 
stetricians, consists in the cutting through of the os 
pubis about two fingers’ breadths from the median 
line. As first proposed by Gigli in 1894 an open 
operation was advised, but not until Déderlein sug- 
gested the subcutaneous division of the bone did the 
procedure receive general attention and extensive 
trial. 

Symphysiotomy no longer enjoys the wide popu- 
larity it first attained, because certain, at times un- 
avoidable, defects are inherent. The bladder and 
urethra are frequently injured, and an open wound 
results, which may not heal per primam, and may 
subsequently endanger the life of the mother through 
sepsis; the cartilage surfaces heal but slowly and, if 
infection takes place, the gait of the patient is then 
impaired for many months, or permanently. No 
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one can doubt the efficiency of this measure as far 
as enlargement of the pelvis is concerned, and some 
operators, for instance Bumm (who performed 
thirteen symphysiotomies, with one death from 
sepsis), refuse to regard it as obsolete. 

The new operation is said to entail fewer dangers 
of sepsis or functional disability, and to be techni- 
cally simple and readily performed in private prac- 
tice. Nearly one hundred and fifty cases have been 
reported and therefore sufficient evidence has been 
gathered to form at least a tentative judgment of 
the benefits and dangers likely to ensue. 

Déderlein suggests a small incision at about the 
spine of the pubis, on the side toward which the oc- 
ciput is turned. Through this cut a finger is intro- 
duced and the soft parts and periosteum are pushed 
back from the posterior surface of the bone. A blunt 
ligature carrier is passed in close contact with the 
pubic bone and carried out through a minute in- 
cision made either in the labium majus, or where 
this and the labium minus join. A Gigli saw is 
carried upward by means of the ligature passer and 
the bone sawed through without much effort, in 
from one-half to one minute. The primary diastasis 
is rarely more than 1-134 cm., but while the head 
is being born the gap may reach 4 cm. Bumm and 
others prefer to make the first opening below, and 
with the aid of a guiding finger in the vagina, to 
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pass the carrier upward, and then make a small 
counter-opening above. Efforts to prevent injury 
(and consequent hemorrhage) of the crus clitoridis 
by introducing the carrier between the periosteum 
and the bone, will prove fruitless, according to 
Tandler, because the corpus cavernosum is too ad- 
herent; but even if such a separation were feasible 
the veins would be torn later when the cut surfaces 
are forced further apart. 

The small skin incisions are sutured and covered 
with collodion, an elastic rubber bandage may be 
passed about the pelvis, to furnish some support, 
and then, according to indications, forceps are ap- 
plied or version is performed. Zweifel has advised 
to await spontaneous delivery unless the vital indica- 
tions are urgent, for the application of forceps, or 
rapid extraction after version, greatly increases the 
danger of vaginal tears. In this connection it should 
be emphasized that the deaths from sepsis following 
this operation have occurred in most cases where 
tears in the vagina communicated with the wound 
in the bone. Other frequent complications are throm- 
bosis of the veins (in one case fatal) and hema- 
tomata of the vulva or pelvis. In a few cases the 


bladder has been wounded or badly bruised, prob- 


ably by pressure of the fetal head forcing the viscus 
against the slightly projecting cut surfaces of the 
pubic bone, but in only one instance did this lead to 
serious consequences. Kannegieser has collected 
146 cases with eight deaths. Of these fatalities 
only five could be directly traced to the pubotomy 
(3.42 per cent. mortality). 

The indications for the operation are not yet 
definitely determined. Broadly stated, it would 
appear that pubotomy is indicated in cases now 
treated by induction of premature labor, of flat or 
contracted pelves in which the true conjugate is be- 
tween 7-7.5 cm.; in cases in which the use of high 
forceps or version would be indicated but is nullified 
by contracted pelvis, and large-sized head; or where 
Cesarian section upon relative indications has been 
contemplated. Diihrssen advocates the operation, 
’ with the aid of a lateral perineal incision to relieve 
tension, when the conjugate is as short as 6.5 cm., 
while Seeligmann has extracted a child through a 
pelvis with a conjugate diameter of 6 cm. It will 
probably prove safer to perform Cesarian section or 
perforation of the head where the true conjugate 
is 6-7 cm., and reserve hebotomy for cases which 
measure 7-814 cm. In primiparz the technical diffi- 
culties will always prove more serious, but lateral 
perineal incisions may serve to prevent the danger- 
ous vaginal tears that make the bone action a 
compound wound. 


It will be seen from this résumé that pubotomy 
promises to be a useful addition to operative ob- 
stetric procedures, but that as yet there is much to 
be learned in regard to the method, indications 
and dangers. Let us hope that the experimental 
stage will not involve a costly sacrifice of lives. 


THE SURGICAL TREND IN THE TREAT- 
MENT OF DISEASES OF THE UPPER 
AIR PASSAGES. 


Among the many brilliant advances in surgery 
that the last decade has witnessed, not the least 
conspicuous has been the development of rhinology 
along truly surgical lines. Indeed, it is coming into 
its own as an essentially surgical specialty. 

Ten or fifteen years ago the practice of rhinology 
was limited to the use of sprays and applications, 
the removal of polypi with the snare, the sawing off 
of spurs of the septum, and the cauterization of the 
turbinated bodies; adenectomy was, to be sure, a 
recognized procedure, and numerous attempts had 
been made to correct deformites of the septum by 
incision, fracture and retention with splints. 

With the more thorough study of the anatomy 
and pathology of this region the accessory sinuses 
have become recognized as a most important fac- 
tor in the etiology of nasal and naso-pharyngeal 
disease. While the question of ozena may still be a 
moot one, it is certainly true that the majority of 
the cases formerly classed under this head have 
been traced to their origin in focal disease of the 
accessory regions of the nose. With the fervor and 
technical enthusiasm of the general surgeon the 
rhinologist has attacked the accessory cavities on the 
principles of incision, removal of diseased tissue, 


‘and drainage; but the attempts to cause oblitera- 


tion of these cavities by granulation, after the man- 
ner of closing a mastoid wound, have, with the pos- 
sible exception of the frontal sinus, been unsuccess- 
ful. It is to-day a generally accepted fact that, to 
obtain healing of these diseased cavities, a free 
opening into the nose and the establishment of thor- 
ough and permanent intranasal drainage is neces- 
sary. The incisions may be closed by suture at the 
time of operation. While there will always be ex- 
ceptional cases requiring external operation, the 
tendency of the advanced rhinologist to-day is in 
the direction of the intranasal opening of all the dis- 
eased accessory cavities, without external incision. 
At any rate the reported results of the intranasal 
procedures are most encouraging. 

Very little has been added to the great work of 
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Wilhelm Meyer in establishing the necessity for 
the removal of hypertrophied adenoid vegetations ; 
but the technic has been much improved. The for- 
ceps have been generally abandoned for this pur- 
pose, for with the Beckmann curette the entire 
mass can be removed by a skilful operator at one 
stroke. The tonsils have been abundantly studied 
by pathologists with a view to determining their 
significance as portals of entry for a number of in- 
fectious diseases. When their removal is indicated, 
we appreciate to-day that the removal should be a 
thorough one, especially of that variety which lies 
deeply buried in the wall of the pharynx by adhesion 
to the faucial pillars, and is inaccessible to the 
tonsillotome. 


For the straightening of the deflected septum the 
older methods are being rapidly displaced by the 
more elegant submucous resection of the deviated 
cartilage and bone. The results of this operation 
are far superior as regards the restoration of intra- 
nasal functions. The technic requires some degre 
of manual dexterity and skill, and is the subject 
of much earnest discussion at the present time, espe- 
cially by the younger rhinologists. 

The laryngologists have not lagged behind in the 
advances of the last decade. Tuberculous laryngitis 
is considered a part of the general systemic disease, 
and where, a dozen years ago, operative procedures 
were advised, the general concensus of opinion to- 
day is adverse to surgical interference. Laryngo- 
fissure or thyrotomy is employed for the removal 
of extensive benign growths, and it permits a com- 
plete exenteration of one-half of the larynx for be- 
ginning or limited epithelioma. The removal of 
one-half of the larynx for carcinoma has been suc- 
cessfully practiced. Total extirpation of the larynx 
has been bereft of its former frightful mortality 
since we have learned that the source of danger, 
inhalation pneumonia, can be prevented by suturing 
the trachea to the skin and closing the pharyngeal 
wound by suture and packing. Cases are on record 
in which extensive malignant growths of the larynx, 
with a large mass of cervical glands, including por- 
tions of the carotid artery, jugular vein and pneu- 
mogastric nerve, have been removed en masse: the 
patients are alive and without recurrence after more 
than ten years. 

Among the recent advances is a better under- 
standing of deposits in the pharynx caused by the 
Friedlander bacillus and the bacillus and spirillum 
of Vincent, which were formerly confused with 
diphtheria. Physicians have learned to appreci- 
ate the advantages of early diagnosis in cases of 
dyspnea due to edema of the larynx from various 


causes, and of its prompt surgical treatment. 
lives have thus been saved. 

Perhaps the most interesting and promising dis- 
covery for which medical science is indebted to a 
laryngologist is the perfection of the bronchoscope 


Many 


by Gustav Killian. Hitherto this instrument has 
been used mainly for the removal of foreign bodies ; 
but the inventor and his colleagues are enthu- 
siastically developing its use for diagnostic purposes 
as well. In fact, diseases of the trachea are already 
a part of medical knowledge, and they are the sub- 
ject of a symposium at this annual meeting of the 
American Laryngological Association. Considering 
the present value of bronchoscopy and esophago- 
scopy, and their future development in the diagnosis 
of intrathoracic conditions, and bearing in mind the 
undoubted practicability of the Sauerbruch pneu- 
matic operating chamber, the prophetic eye can dis- 
in the not distant future, the advent of a new sci- 
cern, in the not distant future, the advent of a new 
science, Thoracic Surgery. 


PEROXID OF HYDROGEN. 


“Peroxid of hydrogen, a favorite remedy with 
many general practitioners, should never be used, 
either in solution or in the form of drops in a case 
of acute middle-ear abscess, its use not being neces- 
sary to cleanse the canal and its dangers from in- 
creased tension and dissemination of infection, 
should it attain the middle-ear cavity, being beyond 
computation. In fact, the use of drops in an acute- 
ly running ear is as unnecessary as often unduly 
hazardous. Inflation of the ear, in these acute 
cases is also, in the opinion of the writer, a doubt- 
ful procedure, except it be done for well grounded 
and conservative indications, such as the effort to 
determine the patency of the perforation. 

When we come to consider the cleansing of an 
ear, the seat of a chronic middle-ear abscess, we 
must be prepared to conform our efforts to the con- 
ditions present, and must extend our invasion to 
the cavity of the middle ear itself. Should the 
perforation be small but well placed for drainage, 
at the lower end of the drum membrane, we may 
succeed in our attempt to cleanse the middle-ear 
cavity by bringing to our aid inflation, or aspiration, 
or syringing with a Buck’s middle-ear pipette, after- 
ward drying out with cotton on a slender applicator. 
The appropriate remedies may then be applied hope- 
fully. Peroxid of hydrogen again should not be 
used in this class of cases for obvious reasons. 

.’—H. A. Alderton, Medical News, May 
20, 1905. 
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Surgical Suggestions. 


In a tuberculous patient with supposed chronic 
appendicitis it is well to suspect tuberculous disease 
of the ileo-cecal valve. 


In cases of pain in the hip of doubtful origin, ex- 
amination of the kidney regions may discover the 
cause. 


In the performance of the radical operation for 
breast carcinoma it is important to avoid injury to 
the periosteum of the ribs. 


It is a peculiar fact that many of the cases of 
tumor of the bladder occur among workers in anilin 
dyes. 


Hemorrhage from the bladder may yield to irri- 
gations with ice-cold water and with I-10,000 ad- 
renalin solution, successively. 


Severe localized pain after traumatism, especially 
in children, may be due to subperiosteal fracture, 
e. g., near the head of the humerus or the femur. 
Extreme localized tenderness is the chief sign; ab- 
normal mobility and deformity are absent, and 
crepitus may not be elicited. 


Fractures of the head of the radius are probably 
more common than generally supposed, being over- 
looked frequently because of the absence of the 
ordinary signs of fracture. 


After all, the localization of bone tenderness is 
not only the most useful sign in determining the 
site of a fracture, but, even in the absence of other 
signs, it is often, in itself, diagnostic of the presence 
of a fracture. As instances, may be cited green- 
stick fracture of the clavicle, and fracture of the 
metacarpal and metatarsal bones. 


During the conduct of a narcosis, more important 
than the activity of the conjunctival reflex or the 
actual size of the pupil in determining the depth of 
the anesthesia, are the changes in the reactibility of 
the lid and the alterations in the size of the pupil. 
They are reliable indices to fluctuations in the depth 
of the narcosis. Sometimes a patient is quite re- 
laxed and anesthetic although a fair cor ‘unctival 
reflex is present; and, again, it may, occasionally 
happen that a patient reacts even when that reflex 
is abolished. 


In light narcosis the pupils may dilate reflexly from 
Operative manipulations. This, of course, is not to 
be confused with the sudden extreme dilatation that 
occurs when the narcosis has been carried too far. 


During the performance of a hernia operation it 
is often helpful for the anesthetist to allow the 
patient to react sufficiently to strain into view a sac 
that has slipped back into the abdomen. 


An ointment of beta-naphthol, 10; sulphur, 45; 
lard, 24; and green soap, enough to make 100 parts, 
is useful in removing gun-powder not too deeply 
situated in the skin. It must be employed cautiously, 
however, to avoid a destructive dermatitis. 


In the presence of large masses of glands in the 
epigastrium, especially on the right side, examine 
the testicles for new growth. 


If there is repeated vomiting and the patient 
shows some evidences of collapse, after a laparo- 
tomy, especially after operations in the gastric re- 
gion, examine for separation of the wound and 
prolapse of the abdominal contents. 


The early reappearance of fluid after tapping a 
hydrocele does not necessarily mean that the opera- 
tion has been a failure. It may be but an inflamma- 
tory reaction, subsiding spontaneously or under the 
application of unguentum iodi. 


A light-bearing cystoscope is a handy instrument 
for the non-specialist to use for transillumination 
of the accessory sinuses of the nose. Place the tip 
of the instrument in the patient’s mouth and let him 
close his lips firmly. 


Frequently referred to the surgeon because of 
the constant pain and marked tenderness, is to be 
noted a group of cases of what might be termed 
occupation wrist pain. They differ from the ordi- 
nary case of “writer’s cramp,” “piano-player’s 
cramp,” etc., in that, while these latter frequently 
have pain in, or about, the wrist, the cases here re- 
ferred to have no spasm, the pain is constant, and 
it is not of a neuralgic character. Sometimes it 
radiates along the thumb (as in mail-openers) ; 
sometimes it is localized to the inner border of the 
lower end of the ulna, which is very sensitive to 
pressure (as in shirt-ironers). The fingers are free. 
There may be pain in the forearm muscles (flex- 
ors). 


— 
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Book Reviews. 


Progress in Surgery. 


A Résumé of Recent Literature. 


The Practitioner’s Library. The Practice of Gyne- 
cology. Jn Original Contributions by American 
Authors. Edited by J. Westey Bover, M.D., Professor 
of Gynecology, George Washington University, Wash- 
ington, D. C. Royal octavo; 836 pages; 382 engrav- 
ings and 60 plates. Philadelphia and New York: 
Lea BrorHers & Co., 1906. 


This volume forms the first of a series of three which 
respectively will cover the subjects of gynecology, obstetrics 
and pediatrics. Unlike most collaborations it shows 
neither repetitions nor omissions, and the exposition 
throughout is uniform and smooth. The aim of the book 
is eminently practical, but quite sufficient regard has been 
accorded to theory, pathology and bacteriology. The sub- 
ject matter has not been confined to strictly gynecological 
topics, as it includes chapters on diseases of the anus and 
rectum, fecal fistula, and on the entire genito-urinary sys- 
tem, which, however, are to-day in the province of the 
gynecological specialist. 

It will be impossible to give a detailed review of each 
section. Throughout, the authors have shown a commend- 
ably conservative viewpoint. As instances may be men- 
tioned the advice to avoid the use of the sound wherever 
possible in making an examination; the non-operative 
treatment of gonorrheal endometritis; conservative treat- 
ment of acutely diseased adnexa, etc. Such practical 
chapters as those dealing with sterility, enuresis, the 
vaginal method of operating and post operative complica- 
tions and treatment are of great use. Of course minor 
omissions could be found if looked for; no mention is 
made of the toxic theory of dysmenorrhea, the Trendelen- 
burg operation for uterine and pelvic phlebitis does not 
appear, and no illustrations sufficiently emphasize the im- 
portance of the ureter in abdominal hysterectomy. 

On the whole, however, the seven contributors have 
succeeded in presenting a volume of sterling worth, well 
balanced, concise and instructive. The illustrations, with 
very few exceptions, are of the first order, and in most 
instances are original. The plates showing the successive 
steps of important operations elucidate the technic more 
plainly and more instructively than can many pages of text. 
The typography and the general appearance of the book 
leave nothing to be desired. 


Surgical Suggestions. Practical Brevities in Surgical 
Diagnosis and Treatment, By Water M. BricKNeEr, 
M.D., Chief of Surgical Department, Mount Sinai 
Hospital Dispensary, New York; Editor, American 
Journal of Surgery, and E11 Moscrcowirz, M.D., 
Assistant Physician, Mount Sinai Hospital Dispensary, 
New York; Editorial Associate, American Journal of 
Surgery. Duodecimo; 60 pages. New York: SurGEryY 
PuBLISHING Co., 1906. Cloth, 50 cents. 


The Surgical Suggestions published in the AMERICAN 
JourNAL oF SurRGERY have been quoted, month after month, 
in medical journals throughout the United States and 
Canada. In this little book their authors have rearranged 
those Suggestions that appeared in the Journat from 
April, 1905, to March, 1906—about 250 in all. They have 
been grouped under appropriate heads and furnished with 
an index. 

We believe that in this form these classified Suggestions 
—brief diagnostic and therapeutic hints—will prove both 
interesting and useful reading. They make no pretensions 
to completeness or to originality, but represent random ob- 
servations from the authors’ surgical experiences. While 


most of the items are familiar to the practiced surgeon, 
many are not to be found in the text-books, and all are 
presented in an attractive manner that will impress them 
on the readers’ memories. 

The booklet is very artistically prepared and the typog- 
raphy and general arrangement are most pleasing. 


A Case of Heteroplastic Ovarian Grafting, Followed 
by Pregnancy and the Delivery of a Living Child. 
R. Morris, New York. Medical Record, May 5, 
1905. 


This highly interesting and remarkable case is that of a 
woman aged 22 who began menstruating at 15 but had 
stopped at 19. At the age of 18 she married, became preg- 
nant and aborted at the third month. She presented all 
the symptoms of menopause. Morris removed a small 
wedge from the ovary of another woman, aged 33, iii-para, 
who was undergoing an operation for prolapsus, placed it 
in warm salt solution and then performed a laparotomy 
on the first woman. The atrophic, cirrhotic ovaries of the 
latter were removed completely with the Tuffier angiotribe; 
the broad ligaments on either side were separated and a 
segment of the removed wedge of ovary was inserted and 
sutured in situ with a catgut stitch. The grafts were so 
placed that the cut surfaces of the ovary were in contact 
with the cut surfaces of the broad ligament and the uncut 
surface projected within the peritoneal cavity to facilitate 
the expulsion of the ova. Four months later the patient 
began to mentruate. ‘The menstruation ceased for 6 
months and then began again and has continued regularly 
up to the present (5 years). About four years after the 
operation, the patient became pregnant and was delivered 
of a healthy female child weighing 7% lbs. 


The Surgical Treatment of Cancer of the Stomach. 
W. Mayo, Rochester, Minn. Journal of the Amer- 
ican Medical Association, No. 14, 1906 


Mayo is surprised that cases of cancer of the stomach 
are sent to the medical division of a hospital, as the mor- 
tality, if no operation is performed, has always been 100 
per cent. The historical review shows how this apparently 
anomalous situation has arisen—the operative mortality 
in the earlier years of the operation being appalling. Since 
1900 the technical results ‘are much improved. The stom- 
ach is a mobile organ, well supplied with bloodvessels and 
therefore favorable for plastic work; its lymph glands are 
close to the vis¢us and chiefly situated to the right of the 
median line, therefore favorable for radical removal. Of 
the 100 cases of resection performed by the Mayos, 14 have 
died (within 3-4 weeks of operation), 22 were operated 
upon more than 3 years ago, and of these 18 are alive and 
well more than 3 years. The only means of early diag- 
nosis is exploratory incision. “Given a patient of the 
middle period of life, who without cause, begins to lose 
flesh and strength, is unable to eat as before and whose 
digestion is delayed, we have a right to suspect gastric 
cancer. If, in conjunction with this, we find loss of mo- 
tility and delay of food in the stomach, with evidence of 
blood and reduction of hydrochloric acid, a tentative diag- 
nosis of carcinoma is justified.” The suspicion is increased 
if a history of previous ulceration can be obtained; in the 
last 39 cases, 56.4 per cent. showed direct evidence of 
carcinoma developing on ulcer. It is fortunate when ob- 
structive symptoms develop early, for then intervention 
will be practised earlier. Contraindications are carcino- 
matous glands in the supraclavicular fosse, fixed growth 
or ascites. Patients with 30 per cent. hemaglobin have 
recovered. ‘ 

The operation is performed under ether anesthesia with 
preliminary injection of morphin. The technical details 
cannot be considered in this abstract. The glands along 
the lesser and greater curvature and behind the pylorus 
are removed with the stomach, which is clamped across 
to the left of the growth after mobilization (i. e., secur- 
ing of the vessels of the lesser and gastro-colic omentum, 
the colica media being carefully preserved). The duo; 
denum is cut across about one inch beyond the pylorus. 
After closing the stomach wound a gastro-duodenostomy 
according to Kocher, or, if this is impossible, a gastro- 
enterostomy after Billroth No. 2, is performed. 


oO 
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In cases in which haste is imperative the Murphy button 
may be used in the latter method. Palliative operations 
are unsatisfactory, as the average prolongation of life is 
less than 6 months and the primary mortality is nearly as 
great as after resection. In cancer of the cardia the sole 
operation indicated is gastrostomy, and this is usually de- 
clined. Of 313 cases of cancer of the stomach, only 26 
per cent. were early enough to permit of radical interven- 
tion. Early diagnosis is what should be aimed at. 


The Extent and Limitations of the Power to Regen- 
erate in Man and Other Vertebrates. T.H. Mor- 
GAN, New York. Journal of the American Medical 
Association, May 5, 1906 


The author reviews the facts and theories rezarding the 
regeneration of lost parts in certain animals and the fail- 
ure to do so in others. The question is possibly of some 
practical importance, for if we could determine why man 
does not replace a lost arm or leg, we might perhaps go 
further and discover how artificially to bring about this 
process. Regeneration appears to Morgan as only a phase 
of the general phenomenon of growth, and if this is the 
case, why does an animal that has ceased to grow begin 
to regenerate rapidly when a part has been removed? If 
we turn the question around the other way and ask, why 
does an animal stop growing at a certain stage, we may 
attack the problem at closer quarters. It is evidently not 
because the cells have lost the power of growth; their 
power in this direction seems unlimited, nor can it, as he 
shows, be entirely attributed to an equilibrium between 
food supply and consumption. The question seems to be 
one of inhibition, and Morgan suggests, as a possible ex- 
planation of the cessation of growth, a definite response 
to a condition of mutual pressure or tension of the cells 
on each other. When this is reached growth stops, and 
when we alter the tension by removing a part it begins 
again. The facts of regeneration of lost parts in the ver- 
tebrates are given and the reason why it fails in mammals, 
Morgan does not think this can be due to greater compli- 
cation of structure or to any process of natural selection. 
He thinks it more probably due to the fact that different 
tissues have very different rates of regeneration. In the 
higher mammals the failure to regenerate is observed in 
cases in which cartilage begins to change to bone, and he 
thinks the main trouble is in the slowness of the bones to 
regenerate in time with the other tissues. “If the tissues 
in man still possess the power to regenerate, may we not 
hope in time so to adjust their rate of regeneration that 
the replacement of a lost limb may be produced?” 


a 


Hemorrhagic and Anemic Infarcts of the Intestine 
(Ueber anaimische und hamorrhagische Darminfarkte). 
H. Matrues, Cologne. Medizinische Klinik, No. 16, 
1906. 


The clinical picture of intestinal infarction is not a uni- 
form one. Sprengel has attempted to devise two schemata 
approximately showing the symptoms of the two con- 
ditions. In hemorrhagic infarction blood per rectum or 
per os, sero-hemorrhagic peritoneal effusion, bloody in- 
filtration of the intestinal wall with (palpable) thickening, 
and, secondary to this, gradual and late appearing ileus, 
should be looked for. In anemic infarct, because of the 
complete vascular occlusion, early ileus with meteorism, 
early peritonitis (or perforation or both), and early effu- 
sion, may be expected. In both varieties sudden and 
severe pain ushers in the other symptoms. 

The author reports three cases, of which two did not 
correspond to the accepted course. The first case, in a 
woman of 52, showed moderately severe gastro-intestinal 
symptoms for 9 days. Then the rapidity and weakness 
of the pulse attracted attention. No real focal symptoms 
developed. For several days watery diarrhea, with traces 
of fresh blood, was noted. No fever, only slight abdom- 
inal rigidity and rapid pulse, persisted; death on the 
twelfth day. Autopsy showed anemic infarction of 50 
em. of the upper jejunum due to a thrombus in the supe- 
rior mesenteric artery. The second case was that of a 
man, 40 years of age, who developed an increasingly severe 


constipation, vomiting and pain in the left side of the 
abdomen. No distension developed, stool appeared after 
enemata and cathartics. Operation on the thirteenth day 
showed beginning peritonitis. Death in 14 hours. Autopsy 
revealed hemorrhagic infarction of 20 cm. of tne upper 
part of the colon. The third case, also that of a hemor- 
rhagic infarct, developed with all the symptoms of stran- 
gulating ileus, and autopsy showed infarction of almost 
the entire small intestine. 

Among all the symptoms, Matthes accords most impor- 
tance to very rapid pulse rate in intestinal disorders of 
sudden onset, in which peritonitis can be excluded. Dull 
but localized pain on the left side is also suspicious. Ap- 
parent improvement should not be relied upon. The ap- 
pearance of blood in the stools, even if only once, is of 
value in making a diagnosis, and localized rigidity can 
also be noted in many instances. The symptoms may re- 
semble those of a severe afebrile appendicitis. The sole 
hope of cure rests upon operative intervention, i. e., re- 
section. Three cases, in the literature, have been saved, 
but usually intervention is delayed until too late. 


Non-Parasitic Cysts (Congenital) of the Liver, With 
a Study of Aberrant Bile Ducts. E. Moscucowi7z, 
New York. American Journal of Medical Sciences, 
April, 1906. 


These cysts are rare, only 85 having been found. Like 
cystic kidney, cystic liver is associated with other con- 
genital malformations and of these cystic kidney is the 
most common; other deformities being meningocele, poly- 
dactylia atresia of the genitals or of the urinary system, 
etc. The usually accepted causes—tumor formation or in- 
flammatory changes—do not hold good. Moschcowitz finds 
aberrant bile ducts to be the etiological factor. The aber- 
rant ducts, which may be extrahepatic or intrahepatic, are 
embryonal rests found only in cystic liver, or in livers as- 
sociated with cystic kidney. These ducts, either through 
inflammatory hyperplasia or through congenital obstruc- 
tion, become cystic. They never contain bile as the biliary 
passages secrete only a mucoid substance, and no direct 
connection with the active bile system has ever been dem- 
onstrated. The large cysts have been known to cause 
dystocia at birth. Developing later in life, the condition 
has usually been mistaken for echinococcus cyst, gummata 
or new growths; when extrahepatic, for enlarged ball- 
bladder. When liver cysts are associated with cystic kid- 
ney a probable diagnosis, intra vitam, is possible. Eight- 
een cases have been submitted to surgical intervention and 
drained. When large cysts cause pain and discomfort, 
drainage is indicated. The prognosis is best in single ex- 
trahepatic cysts. The author has described five cases, some 
showing cystic liver, the others showing aberrant bile ducts 
in conjunction with cystic kidneys. This article proves 
that cystic liver is neither a tumor condition nor an in- 
flammatory change—it is a purely congenital lesion. 


Observations on the Diagnosis and Treatment of 
Typhoid Perforations. G. New York. 
Annals of Surgery, May, 1906. 


Perforation occurs in 2 to 3 per cent. of all cases of 
typhoid, and fully one-third of the mortality of the dis- 
ease is due to this cause. About 25,000 people die an- 
nually from this cause, and as 25 per cent. can be saved by 
operation, the importance of early diagnosis and opera- 
tion is readily recognized. Although early operation is of 
importance, yet nearly as many are saved of those oper- 
ated upon 36 hours after perforation, as of those oper- 
ated on at once, for the reason that if the patient survives 
for such a long period the infection is usually mild or the 
resistance good. In many cases the peritonitis begins 
before perforation, starting from a deep, as yet unrup- 
tured, ulcer. Perforation may be looked for in the sec- 
ond and third weeks and all through the period of con- 
valescence, especially in cases in which distension occurs 
and hemorrhages are noted. The author reports 18 cases, 
of which 7 were his own. The sudden onset of severe 
pain in the right lower quadrant of the abdomen is the 
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most reliable initial symptom. Tenderness and rigidity 
are signs of value, but may not appear until the peritonitis 
is well marked. Vomiting is an inconstant symptom; and 
a sudden drop in temperature was wanting in all of Wool- 
sey’s patients, except in two, in which it appeared as a con- 
comitant of advanced peritonitis. Of the late symptoms 
tympanites, dulness in the flanks and loss of liver dulness 
are to be mentioned. They are all inconstant. The leuco- 
cyte count was of little assistance. Rise of temperature, 
and of pulse and respiration rate was the rule. As ex- 
ploratory incision under cocain is free of much danger, 
and it should be resorted to in doubtful cases. 

The author prefers general anesthesia using gas and 
ether. A right rectus incision best exposes the lower third 
of the ileum, which is most often the seat of disease. 
The ulcer is turned in and sutured, then the abdomen is 
freely irrigated with hot saline solution. A tube drain 
containing gauze is placed in the pelvis and the patient 
kept in the Fowler position. The 17 hospital cases re- 
ported showed a mortality of 76.4 per cent. Operation 
was performed between 2 and 30 hours after perforation. 
The average day of the accident was the twenty-seventh 
of the disease. In one case the perforation occurred in 
the sigmoid flexure. 


The Use of Silver Wire for the Cure of Large Herniae. 
J. Wiener, New York. Annals of Surgery, April, 1906. 


Wiener has used silver wire in the form of a filigree 
to reinforce fascial or muscular defects in the abdominal 
wall. The ready-made filigree (not heavier than: gauge No. 
30) is sufficiently resilient, is quickly applied, can be in- 
troduced well beyond the margin of the defect, and does 
not require to be sutured into position. Bartlett devised 
this filigree, of which all the wires, except one, run trans- 
versely across the wound, and all end in loops to obviate 
sharp points. The silver should overlap the defect at least 
one inch. Should silver wire alone be used, approxima- 
tion of the defect, if any tension is necessary therefor, will 
defeat the aim of the operation; simply filling in the gap 
suffices. For a running suture the silver wire cable of 
Lilienthal is best. The author reports seven cases, of 
which two were inguinal hernize with wide separation of 
the tissues, one an umbilical hernia, one a defect left by 
removing a tumor of the abdominal wall, and the rest 
post-operative ventral herniz. All the cases, except the 
first (an enormous inguinal hernia—eventration—in which 
death resulted from inability of the abdomen to accommo- 
date itself to the replaced intestine), recovered and were 
cured. 


The Results of Operation for Radical Cure of Hernia. 
J. Hutcuinson, London. Lancet, April 7, 1906. 


Despite the frequency with which radical herniotomies 
for inguinal hernia are being done year after year, com- 
paratively little is still known of the ultimate results of 
this operation. The statistics vary widely, not only be- 
cause of the lack of uniformily in the technic of the 
Bassini operation, but also because of the subsequent 
faulty and insufficient observation. This communication of 
Hutchinson is of especial value because sufficient time has 
been allowed to elapse, (average 6 years) in the cases 
studied. The cases are those of the working class and 
have seemingly been subjected to strict observation. Before 
reporting the results, it will be necessary to say that the 
operation performed by Hutchinson was in the vast ma- 
jority of cases a typical Bassini herniotomy, except that 
the sac instead of being cut away was twisted and the 
proximal portion transplanted to a new position. Kan- 
garoo tendon was used for the burying suture. In a few 
cases the Macewen operation was done, and in some of the 
earlier cases the sac was merely tied off, without any at- 
tempt to narrow the canal. In 100 cases there were eight 
recurrences; of the eight, two were Bassini operations, 
one a Macewen and the remaining five occurred in the 
cases in which the sac was merely tied off. [For practical 
purposes, these 5 cases should have been excluded as re- 
currences]. 


Combined Operation for the Removal of the Appendix 
and the Cure of Right Inguinal Hernia. Franx 
ToreK, New York. Amnals of Surgery, May, 1906. 

The operation is designed to be used for patients in 
whom both a chronic appendicitis and a right inguinal 
hernia exist at the same time. The skin incision begins 
on an imaginary line drawn from the anterior superior 
spine to the umbilicus, starting one-quarter of the distance 
away from the spine, and is carried down to the external 
inguinal ring. The external oblique aponeurosis is split 
along this entire length in the direction of its fibers to the 
apex of the external inguinal ring, and the lower aponeu- 
rotic flap freed along Poupart’s ligament as usual. The 
sac is exposed and treated as is customary, then the ap- 
pendix is removed by separating the muscles in the course 
of their fibers, opening the peritoneum, etc. After the ab- 
lation of the appendix the layers are sutured in the cus- 
tomary manner and the hernia operation proceeded with 
by any of the usual methods, the suture of aponeurosis 
and skin completing both appendiceal and hernial opera- 
tion. The above order is adhered to because during ma- 
nipulation of the hernial sac considerable traction is ex- 
erted on the peritoneum, sufficient to damage the peri- 
omen suture should the appendix have been removed 
earlier. 


Preliminary Note on Epididymotomy for Blenorrhagic 
Epididymitis. Based on 65 Cases. L. Bazert, San 
Francisco. American Journal of Urology, May, 1906. 


Epididymitis is compared by the author to appendicitis 
(?) as he considers both diseases surgical affections. In 
all cases we have pain, fever, swelling and decided leu- 
cocytosis (12,000—27,000) due to accumulation of septic 
fluid in an undrained cavity. The routine treatment has 
consisted in rest antiphlogistics, anodynes, refrigeration, 
compression, tapping of the vaginalis and incision of the 
tunica albuginea. Baernemann (Neisser’s assistant) 
treated a number of cases by puncture, Belfield advocates 
incision and drainage of the “Pus Tube in the Male.” 

The author, since 1897, has performed the following 
operation: Seizing the swollen, indurated globus minor in 
the left hand an inch long incision is made into the » 
epididymis. At this site there is no danger of either 
wounding the testicle, or of opening the tunica vaginalis. 
Formerly Bazet performed partial epididymectomy, but on 
account of the danger of inducing sterility he now con- 
tents himself, after incision of the epididymis, in punctur- 
ing all nodules which contain pus and stitching the edges 
of the epididymeal wound to the skin. The wound is 
packed with gauze impregnated 1-10 icthyol and glycerin 
and the organ well supported. The wound heals in one 
week. The patient may get up in from four to seven days. 
The author thinks the operation especially applicable to 
the army and navy where the rapidity of recovery and 
completeness of the cure are special desiderate. 


Prophylaxis Against Syphilis (Ueber Syphilisprophyl- 
axe), E. MetscHnixorr, Paris. Medizinische Klinik, 


No. 15, 1906. 


Attempts to discover an antisyphilitic serum have been 
unsuccessful. It is possible to obtain a reduction in the 
virulence of the spirochete by passing it through several 
series of lower monkeys, but inoculations with this less 
virulent virus confers no immunity. Until we are able to 
cultivate the spirochete, and thus have at our disposal 
large numbers of the organism, in order to obtain sera 
of high valence, no practical results along this line can 
be looked for, and even then the protection obtained will 
probably be of such short duration as to be valueless. An- 
tiseptic washes applied shortly after inoculation have 
proven of no use. On the other hand, inunction with blue 
ointment and other mercury salves has uniformly pre- 
vented the appearance of the infection if used one to eight- 
een hours after the inoculation. The author therefore 
recommends the application of calomel, white precipitate 
or arsenic-salicylic mercury salve after suspected coitus, 
the penis being thoroughly rubbed for five minutes with 
cne of these preparations, diluted to one-third its strength 
with lanolin. 
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The Clinical and Microscopical Variations of Chorio- 
epithelioma from a Practical Standpoint, With a 
Review of the American Cases. RL Frank, New 
York. N. Y. Medical Journal, April 21, 1906. 


The paper embraces a complete review of our present 
knowledge of chorioepithelioma in the female. After a 
short review of the morphology and physiology of the 
chorion and placenta, the author shows how the various 
gradations toward hydatid moles, non-malignant and ma- 
lignant, may develop, and how, finally, these conditions may 
terminate in chorioepithelioma. ‘The clinical types of 
chorioepithelioma are then described, and the author 
emphasizes the large number of variations that occur, In 
the typical form, repeated hemorrhages occur some time 
after the expulsion of hydatid, or after abortion or labor, 
and do not respond to ordinary measures, and rapidly 
lead to severe anemia. Masses of tissue are expelled 
from the uterus which microscopically appear like placental 
rests, but which require careful interpretation. If the 
disease is not arrested, the uterus increases in size, and is 
filled with a soft boggy tumor mass. Vaginal and dis- 
seminated metastases occur, with all the associated symp- 
toms of a profoundly malignant tumor. Six months is 
about the average lease of life. As variations from this, 
Frank describes cases of chorioepithelioma occurring out- 
side of the placental type and chorioepithelioma arising 
from ectopic gestation; in these cases the diagnosis is 
rendered additionally difficult because curettings will 
offer no help. Chorioepithelioma may even simulate ectopic 
gestation, or it may arise from a placental polyp. In some 
cases amenorrhea is the primary symptom. The period be- 
tween the termination of pregnancy or hydatid varies from 
34 days to 5 2-3 years. Unfortunately the microscopical 
variations differ as widely as the clinical, and no criteria 
at present exist by which a definite microscopical diagnosis 
of chorioepithelioma may be made. The author emphasizes 
the necessity of associating the clinical data and micro- 
scopical findings in arriving at the diagnosis. Frank de- 
scribes the microscopical pictures and variations in detail 
and elucidates fully the methods of determining the diag- 
nosis. In a disease where the variations are so broad, the 
treatment requires a display of the keenest judgment. The 
patient must be watched very closely, when hemorrhages 
occur some time after full-term pregnancy, abortion or 
hydatid. If the hemorrhages are repeated, especially after 
curettage has been done, and if the microscopical findings 
are at all suspicious, hysterectomy must be seriously con- 
sidered. Vaginal metastases must not always be regarded 
as contraindications to radical operation, because recovery 
has been reported even after such cases. 


Suprapubic Hysterotomy as a Means of Diagnosis 
and Treatment of the Uterus. W. W. RussELt, 
Baltimore. John Hopkins Hospital Bulletin, May, 
1906. 


The author does not find splitting of the cervix after 
pushing back the bladder a useful means of exploring the 
uterus. Instead, he advocates a medium laparotomy, and 
exposure of the uterus, which is drawn into the wound 
and surrounded with gauze. While an assistant grasps 
the base of the uterus an incision from the fundus to the 
level of the internal os is made in the anterior wall which 
opens the endometrial cavity for a length of at least 2 cm. 
If the opening is insufficient the posterior wall may also 
be incised. The cavity can now be explored by both sight 
and touch, the region of the tubal openings being especially 
clear. After removing polypi, curetting, etc., the wound 
is closed by interrupted catgut sutures going from the 
peritoneum to the mucosa and about one-half cm. apart. 
This layer is covered in by a second of finer catgut, or if 
infection is feared, of fine silk. This operation may be 
performed as such, or the hysterotomy may be done during 
the course of the other procedures. Thirty-two cases are 
reported without a death. Of the thirty-two cases, sixteen 
showed an approximately normal endometrium in which 
no improvement beyond that of a curettage could be ex- 
pected from the operation. In eight cases small polypi 
were removed by the abdominal route; of these it would 
appear that at least half could have been ablated from 


below. Only such small polypi as were close to the tubal 
openings, either had escaped, or might have been expected 
to escape notice during an ordinary curettage. In five 
instances myomata were found and removed; in only two 
of these were the fibroids submucous. [It would appear 
from the perusal of the histories, that in nearly three- 
fourths of the cases the operation of hysterotomy was un- 
necessary. Although the mortality from the procedure has 
so far proven nil, this operation, in the opinoin of the 
editor, should not be undertaken lightly, for not only have 
we to expect the low, but not negligible percentage of 
mortality usually found in laparotomy, but it is not yet 
proven that this section of the uterus may not have serious 
consequences should pregnancies subsequently occur.] 


Is Vaginal Cesarean Section Justifiable? Patmer Finp- 
LEY, Omaha. Medical Herald, April, 1906. 


Findley reviews the results obtained in the so-called 
Dihrssen operation, of which about 100 cases have been 
reported in the literature. The indications are always rela- 
tive and therefore differences of opinion in regard to ne- 
cessity for interference and mode of procedure cannot fail 
to arise. The technic consists in incising the anterior 
vaginal wall, bluntly pushing back the bladder, and then 
splitting the cervical wall and lower uterine segment in 
the median line, anteriorly. After forceps delivery. or 
version and extraction, the incisions are sutured. If neces- 
sary, the posterior lip may also be split. [Diihrssen usually 
does divide both anteriorly and posteriorly. ] 

Findley regards the following as the chief objections 
to the method :— 

“1, Less time is consumed in delivering the fetus by the 
abdominal route. 

“2. Greater accuracy is assured in surgical cleanliness 
by the abdominal route. 

“3. The abdominal incision is wholly under control of 
the operator, whereas in the extraction of the fetus per 
vaginam, the incision may extend beyond the control of 
the operator, as indeed is has in more than one case, and 
with fatal results from hemorrhage. 

“4. In an abdominal Cesarean section, opportunity is af- 
forded of rendering the patient sterile by resecting the 
tubes, when thought advisable, and various lesions, such 
as adhesions, tumors of the uterus demanding hysterec- 
tomy, bands as the result of ventrofixation and diseased 
appendages, can be dealt with. 

“5. The abdominal route assures the fetus of the great- 
est consideration. The application of forceps and the 
turning of the child in utero are necessarily attended by 
dangers to the fetus. 

“6. Rupture of the uterus in subsequent pregnancies 
through the scar of a Cesarean section is a not uncom- 
mon accident, and it is apparent that since the large ma- 
jority of ruptures of the uterus is in the lower uterine 
segment, a scar at this point will more likely be disposed 
to rupture than one located in the fundus. 

“7, There are as yet no records of injury to the bladder 
and ureter, and the limited time since the introduction of 
the operation leaves us in doubt as to the dangers from 
rupture of the lower uterine segment in future pregnan- 
cies, but may we not with fairness anticipate such accidents 
and therefore proceed with caution?” 


Intraperitoneal Shortening of the Round Ligaments 
in Backward Displacement of the Uterus. J. M. 
Sig Philadelphia. N. Y. Medical Journal, April 
14, I 


Baldy discusses the various operations that have been 
devised for backward uterine displacement and notes their 
shortcomings. The Alexander operation possesses the dis- 
advantage that its field is limited, ventro-suspension is un- 
certain and ventro-fixation interferes with pregnancy. All 
these operations and the numerous intraperitoneal and 
vaginal operations for shortening the round ligament fail 
because they do not take into consideration the secondary 
effects of backward displacement on the uterine append- 
ages. The operation that Baldy advocates, he believes 
overcomes all these shortcomings and is performed, briefly 
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as follows: The broad ligaments are perforated from the 
posterior surface by forceps which on emerging from the 
anterior surface are made to grasp the round ligaments, 
which are then drawn through this opening; the ligaments 
are brought together, and sutured both together and to the 
uterus low down at about the level of the internal os. This 
accomplishes three things: 1. The tilting forward of the 
uterus to a normal anterior position. 2, The lifting up of 
the whole pelvic floor from its sagging position. 3. The 
support of the tubes and ovaries. In the author’s hands 
the operation has been attended with excellent results. 


Ureteral Calculus; With Report of Five Cases. J. B. 
Deaver, Philadelphia. Surgery, Gynecology and 
Obstetrics, April, 1906. Annals of Surgery, May, 1906. 


Renal calculi in their descent to the bladder are most 
prone to be arrested two inches from the kidney pelvis, 
at the brim of the bony pelvis, or close to the vesical end 
of the ureter. Tenderness at the site of impaction and a 
perfect skiagram (showing shadow of psoas muscle) are 
the most valuable diagnostic aids. A stone may remain 
in the ureter without causing disturbance, but if detected 
it should always be removed for the dangers of kidney in- 
fection, stenosis of the ureter, or carcinomatous changes 
are always to be anticipated. In the female a stone near 
the vesical end of the ureter may be successfully removed 
by dilating the urethra and working through the bladder. 
Stones at the pelvic brim or near the kidney are best re- 
moved by the lumbar extraperitoneal route. It is preferable 
to push the stone upward and extract it through a 
nephrotomy wound, or downward into the bladder, so as 
to avoid ureterotomy with the risk of causing a ureteral 
fistula. If the ureter has to be incised, it should be 
sutured in two layers, the deeper with catgut, the super- 
ficial with fine silk. The abdominal walls should be care- 
fully reunited to avoid hernia. Of the five cases, one 
died of uremia three weeks after operation, a stone being 
found impacted in the opposite ureter. One case showed 
a stricture near the stone. The kidney was removed be- 
cause of advanced disease and on examination the stricture 
was found to be carcinomatous. The other cases proved 
typical. No sikagram was taken in one case; in another 
case the skiagram was negative; in the remaining cases the 
shadow of the stone could be seen on the plate, 


Renal Calculus; Symptoms and Treatment. ELLSworTtH 
Exiot, Jr, New York. N. Y. Medical Journal, April 
21, 1900. 


Eliot discusses the symptomatology. and diagnosis of 
renal calculus along ‘well recognized lines. In the surgical 
treatment, however, he advocates a posterior incision into 
the pelvis; this incision may also be used for purposes of 
exploration. It is usually said that there is much danger 
of renal fistula if this incision is made, but in Eliot’s ex- 
perience this does not hold true, unless, of course, there 
is obstruction of the ureter. With the finger in the pelvis 
the parenchyma may be palpated bimanually with great 
ease, and if an isolated calculus is found it may be re- 
moved through a small external incision. 


A Practical Method of Abolishing the Cause of One- 
Quarter of the Unnecessary Blindness in the 
United States. F. P. Lewis, Buffalo. Journal of 
the American Medical Association, April 28, 1906. 


At least forty per cent. of all blindness is preventable, 
and of this one-fourth, or one-tenth of the whole is due to 
ophthalmia neonatorum. In the United States alone 5,000 
people might have been saved from their terrible fate. It 
is generally known and accepted that ophthalmia neona- 
torum is a germ disease, that instillation of a silver salt 
will prevent its occurrance, or that if it does occur, early 
application of the same remedy will cure the disease. Al- 
though the total number of cases is large, few occur in the 
practice of the same physician. It is chiefly where the 
puerpera receives few visits that ophthalmia is most apt to 
to develop and cause damage, therefore particularly in the 
country. From an economic standpoint the commonwealth 


would greatly benefit by instituting compulsory measures, 
which would reduce the number of blind dependent upon 
the state for support. Several states have already instituted 
such supervision. All cases of ophthalmia should be re- 
ported, local authorities ought to furnish silver nitrate 
solution in sterilized readily-handled containers, and the 
use of this antiseptic measure should be regularly re- 
quired. 


Exophthalmic Goiter: Clinical Notes on 43 Cases 
(Several Including the Use of the Rogers-Beebe Cyto- 
toxic Serum). W. Gitman TuHompson, New York. 
N. Y. State Journal of Medicine, April, 1906. 


Of most interest in this communication of Thompson, 
are his remarks on the use of the Rogers-Beebe serum. 
He has seen it used in nine cases, with what appear to 
be eminently satisfactory results. He reports in detail 
two very advanced cases in which death was momentarily 
expected, which were cured by a few injections. The 
serum is prepared as follows: An extract of the diseased 
thyroid gland is passed through a rabbit’s blood. After a 
number of injections, a serum is obtained which contains 
a cytotoxin and an antitoxin. The serum is injected in 
doses of one-half to one or two c.c. very marked 
reaction follows, and for a day or two the patient appears 
to be decidedly worse; this reaction, however, soon sub- 
sides, and improvement sets in rapidly. It is remarkable 
to note that only a few injections are necessary to pro- 
mote a cure, in some cases as few as two or three. 

[If these observations and results are confirmed, a most 
important and truly remarkable discovery has been made. 
Excluding even the therapeutic element, it sheds a strong 
light on the much disputed pathogenesis of exophthalmic 
goiter. In order to perfect this serum, it seems to us 
that it may be possible to separate the cytotoxic from the 
antitoxic agents]. 


Fractures of the Head of the Radius. T. Turner 
Tuomas, Philadelphia. Pennsylvania Medical Journal, 
April, 1906. 


According to Thomas, fractures of the head of the 
radius occur more commonly than is generally supposed; 
he has collected 48 cases from the literature. The reason 
why this form of fracture is regarded as rare is because 
it does not present the typical symptoms of fractures, viz.: 
crepitus, mobility of the fragments and deformity. Frac- 
tures of the neck and head of the radius should be included 
in one category, because they are usually associated. Con- 
siderable space is devoted by the author to the pathology 
and mechanism. The fracture is generally caused by falls 
upon the hand, with the forearm in a flexed position. The 
diagnosis can be made, as a rule, by the swelling about 
the head of the radius, exclusion of other fractures, severe 
pain and tenderness localized to the head of the radius, 
limitation of all movements of the elbow, especially pro- 
nation and supination, and perhaps, the history. The 
only conditions for which such a fracture will likely be 
mistaken are contusions and sprains. If the joint becomes 
freely movable within one or two weeks after the acci- 
dent, without pain, fracture can be safely excluded. The 
prognosis for complete restoration of function is not very 
good. Some limitation of motion is very likely to result. 
Some surgeons have advised removal of the fragment, but 
the author does not believe that the result is any better 
than that obtained by more conservative methods. The 
most important element is the early employment of passive 
motion. 


The Surgical Treatment of Gastroptosis. FREDERICK 
Eve, London. British Medical Journal, April 7, 1906. 


The operation which Eve has devised consists in sutur- 
ing the lesser curvature of the stomach to the liver attach- 
ment of the gastro-hepatic omentum. He prefers it to the 
Blyea operation, which consists in plication of the gastro- 
hepatic omentum, because it is more feasible. He con- 
demns operations which lift up the stomach by suturing 
it to the abdominal wall; the resulting adhesions may 
cause much pain. 


